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Trt sulfapyridine is an effective agent in curring two weeks after recovery. It is all the 
the treatment of pneumococcal pneumonia has more unusual because it is the only recurrence of 
been established by several workers.’-® Neverthe- pneumonia with a homologous pneumococcus that 


less, the data accumulated are insufficient to enable has occurred in the Cincinnati General Hospital 


Dey 
7/8 


“Chest-top 


78076 


4561616; 6)6 


Ficurt 1. Patient J. B. Maximum-Mitimum Pulse and Temperature Chart. 


W.B.C.: white blood count; B.C.: blood culture (+, positive, and —, negative); S.B.L.: sulfapyridine 
blood level in mg. per 100 cc. (Marshall method); Rx.: sulfapyridine, gm. per day. 


physicians and investigators to state conditions in the past three years. During that time over 
under which its use will be optimal, and what un- 1200 cases of typed pneumococcal pneumonia have 
toward side effects may be expected. The follow- been observed. 

ing case is reported because it presents the unusual 


observation of sultapyridine-treated pneumonia re- J. B. (C.G.H. 111,623), a 59-year-old sheet-metal worker, 
*From the Department of Internal Medicine, University of Cincinnati was admitted to the hospital January 9, 1939, complaining 
College of Medicine, Cincinnati, Ohio. of a cold with cough and pain in the chest of 6 days’ 


tInstructor in medicine, University of Cincinnati College of Medicine. duration. For 1 month the patient had suffered from a 
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non-productive cough, but 6 days before admission felt 
worse and went to bed. He had no chill. He developed 
pain in the right chest, and the cough soon became pro- 
ductive of greenish-yellow sputum, containing no blood. 

Physical examination showed a well-developed and well- 
nourished old man, lying in bed, acutely but not critically 
ill. The temperature was 103.4°F., the pulse 120, respira- 
tions 24 and blood pressure 114/70 (Fig. 1). The skin 
was dry and warm, and there was no cyanosis. There 
was a mucopurulent nasal discharge. The tongue was 
coated. The pharynx was a little reddened: There were 
typical signs of consolidation over the right upper lobe, 
confirmed by x-ray examination (Fig. 2). The remainder 
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denly experienced general malaise, dyspnea and knife-like 
pain below the right costal margin. He had no chill. The 
temperature rose to 102.4°F., the pulse to 120 and the 
respirations to 46. The blood pressure remained at 110/75, 
The white-cell count, which had fallen to 9900, rose to 
33,600, with 96 per cent neutrophils. Though examination 
of the chest revealed no definite signs of pneumonia, an 
x-ray photograph showed a small shadow in the right 
lower lung field which had not been present the previous 
day (Fig. 4). The sputum was mucopurulent and con- 
tained no blood but moderate numbers of Type | pneu- 
mococci. The blood culture was sterile. 


The following day the patient was somewhat worse and 
developed dullness, bronchovesicular breathing and rales 
over the right lower and middle lobes, but not over the 
upper lobe. An x-ray photograph showed diffuse cloud- 
ing of the right lower lung feld, which became more 
extensive after another 24 hours (Fig. 5). Sulfapyridine 
was again started; after 13 gm. had been given the tem- 
perature fell to 100°F. and the patient looked and felt 
much better. Sulfapyridine was continued for 9 days, 
during which time 43 gm. was given, but the temperature 
did not fall below 100°F, 


Following discontinuance of sulfapyridine on the 27th 
cay the temperature rose from 101° to 102.2°F., and 3 days 
later 250 cc. of an exudative fluid containing neutrophils 
and Type 1 pneumococci was removed from the right 
pleural cavity. Sulfapyridine was started a third tme. 
The drug was given for 6 days, with a total dose of 
34 gm. Nevertheless, fever continued, and although several 
attempts at exploration failed to reveal fluid, it was felt 
that an empyema must be present. On the 45th day thick 


Ficure 2. X-ray Photograph of Chest Two Days after 
Admission. 


of the lung fields were clear. The heart was normal. 
The abdomen was slightly distended. The extremities 
were not remarkable. 

The admission laboratory examination showed a red-cell 
count of 5,390,000; the hemoglobin was 14 gm. per 100 cc. 
and the white-cell count 24,800 with 91 per cent neutro- 
phils, 5 per cent lymphocytes and 4 per cent monocytes; 
the red blood cells and platelets appeared normal. The 
urine contained an occasional white blood cell but was 
otherwise not remarkable. The sputum was mucopurulent, 
and contained many Type | pneumococci. The blood con- 
tained 6 colonies of Type 1 pneumococci per cubic 
centimeter. 

The patient was given 2 gm. of sulfapyridine at 7 
o'clock the evening of the 2nd hospital day, at which time 
the blood contained seventy-two colonies of pneumococci 
per cubic centimeter. From then on | gm. was given every 
4 hours day and night for 5 days, making a total of 34 gm. 
On the 3rd day a broth culture of the blood was positive, 
but there were no colonies on a plate. On the 4th day the 
blood culture was negative, and one taken on the 8th day 
was also negative. 

Following the administration of sulfapyridine, the tem- 
perature fell rapidly, reaching normal within 24 hours, 
rising to 100.8°F. but falling promptly again and remain- 
ing normal. The patient felt much better, improved 
rapidly and was allowed up on the 14th day. An x-ray 
(Fig. 3) photograph taken the 17th day, showed clearing 
of most of the right upper lobe lesion, and no evidence of 
involvement of other lobes, 

Arrangements for discharge from the hospital were 
made on the 18th day, but on that day the patient sud- 


X-ray Photograph of Chest the Day before 
Patient Was to be Discharged. 


Ficure 3. 


pus containing Type 1 pneumococci was found, and the 
following day a rib resection was performed. Convalescence 
was uneventful, and the patient was discharged in good 
condition on the 79th day. 


DISCUSSION 


Recurrence in a successfully treated bacteremic 
patient with Type 1 pneumococcal pneumonia 
brings up a number of interesting points. Be- 
cause the patient made a good clinical recovery, 
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according to generally accepted criteria, we feel 
that the term “recurrence” better describes the 
second attack than does “relapse.” Recurrences 
in lobar pneumonia have been reported by a num- 
ber of authors, but the time interval is usually 
longer than the two-week period noted in this 
case. In a study of 57 cases of recurrent pneu- 
monia by Finland and Winkler,’ the shortest in- 
terval observed between attacks was four weeks, 
and the average time between attacks by homolo- 
gous pneumococcus types was twenty-eight months. 
Cecil® has observed relapses of lobar pneumonia 
within a few days of inadequate serum therapy, 
but he does not give details of these cases. Re- 
cently Langdale-Smith’ has reported 2 patients 
with pneumonia of unstated etiology who were 
said to have suffered relapses five and six days, 
respectively, after the termination of sulfapyridine 
therapy. In 1 case spread occurred to the oppo- 
site lung six days after cessation of the drug; in 
the other case, the nature of the relapse was not 
stated. 

That sulfapyridine can be used successfully in 
many instances without the synergistic employ- 
ment of anti-pneumococcus serum has been dem- 


Ficure 4. X-ray Photograph of Chest on First Day of 
Second Attack. 


onstrated by a number of workers.’~° Whether it 
will be successful in all cases remains to be seen. 
Finland and Dublin’® suggest that combined 
therapy may be more efficacious than chemo- 
therapy alone, and Agranat and his co-workers* 
have effectively treated patients with drug plus a 
pneumococcal vaccine. Maclean, Rogers and 
Fleming" have shown that although mice ac- 
tively immunized with a vaccine made from sulfa- 
pyridine-insensible strains of pneumococci and 
non-immunized mice treated with sulfapyridine do 
not survive infection with the same strain, mice 
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given both active immunization and chemotherapy 
survive even larger infecting doses than do the 
other two groups. 


In this case the strain of pneumococcus was man- 
ifestly sensitive to the action of sulfapyridine, but 
the defensive forces of the body were presumably 
not able to bring about the death of all the pneu- 
mococci present. We have no data that would help 
to decide whether the organisms remained in the 
lung, the throat or elsewhere, nor can a new 
extrinsic infection be absolutely ruled out. Against 


& 


Ficure 5. X-ray Photograph of Chest on Third Day of 
Second Attack. 


the latter possibility is the fact that convalescence 
took place on a ward where there had been no 
other Type 1 patients, and where the patient him- 
self had not been during his first attack. It was not 
feasible to study the ward personnel for possible 
carriers. 


Data are also lacking concerning the mechanism 
of recovery from the first attack of pneumonia, 
but it is of interest that no agglutinins could be 
demonstrated in the patient’s serum after recovery 
from the second attack. It is noteworthy also that 
empyema followed recovery from the second at- 
tack, but that sulfapyridine was unable to sterilize 
the pleural cavity even when the exudate was rel- 
atively thin. 

It would be of interest to speculate whether a 
degree of local immunity existed in the right upper 
lobe at the beginning of the second attack. Cog- 
geshall and Robertson’* have shown that dogs re- 
infected within a short time after recovery exhibit 
an increased ability to localize the pneumococcal 
infection, and further work by Robertson** has 
shown this immunity to be much greater in the 
lobe originally infected than in other lobes. In 
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our patient, it is impossible to be certain of the ex- 
act extent of the pneumonia in each attack. Never- 
theless, x-ray and physical examinations indicate 
that little if any of the same lung tissue was in- 
volved in both attacks. 

It will be of great interest and importance to 
observe whether, as data on sulfapyridine-treated 
patients accumulate, the incidence of recurrences 
of pneumonia by the homologous type pneumo- 
coccus is greater than that observed in serum- 
treated patients or patients who recover sponta- 
neously. 


SUMMARY 


A case of recurrence of Type 1 pneumococcal 
pneumonia two weeks after recovery following sul- 
fapyridine therapy is reported. The bearing of 
this relapse on the problem of chemotherapy of 
pneumonia is discussed. 
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THE ROLE OF PERSONALITY IN CERTAIN 
HYPERTENSIVE STATES* 


Tuomas A. C. Renniz, M.D.t+ 


BALTIMORE 


HE alert internist has long known that the 

role of emotions in the problem of hyper- 
tension is one requiring as much management in 
treatment as the condition of the blood vessels or 
kidney. A number of medical articles acknowl- 
edge the task and attempt to define the hyper- 
tensive personality. Psychiatric literature is _re- 
plete with studies in personality among patients 
wth hypertensive and cardiac disease. Many clini- 
cians have noted that their true cardiac patients 
tend to minimize or disregard their symptoms, 
while the neurotic patient focuses with anxiety on 
every somatic sensation. But the differentiation 
of the neurotic is not made on any such simple 
criterion, nor is the role of emotion always imme- 
diately obvious. 2 


Hypertension is, after all, a situation in a person. 
The physician should be prepared to work with all 
the factors in his case, even if they are emotional 
or due to personality components which do not 
immediately show their relation to the medical 
syndrome being studied. 

The role of cardiac function in emotion is per- 
haps more easily understood. In his 1922 mono- 
graph, Braun’ offers the concept of cardiac psyche 
of which anxiety is the essential mark and the 


*From the Henry Phipps Psychiatric Clinic, Johns Hopkins Hospital, 
Baltimore. 

tAssistant psychiatrist, Johns Hopkins Hospital; associate in psychiatry, 
Johns Hopkins University School of Medicine. 


heart the specific sense organ of anxiety. Whether 
we go this far with him or not, we all recognize 
cardiac overactivity as an integral part of any emo- 
tional state. Eichenberger? observes ‘at cardiac 
patients often show a definite increase in anxiety 
dreams with beginning decompensation. We need 
not be specialists and go as far as Schwab,’ who 
stresses unconscious emotional conflicts as a basis 
for pathologic changes in cardiac rate and rhythm; 
the emotional factors are usually perfectly evi- 
dent, and a few pointed questions usually reveal 
their pertinence. 

Many aspects of cardiovascular function, aside 
from mere heart rate, have come to show their 
intrinsic relation to the personality disorders. The 
common medical syndrome, neurocirculatory as- 
thenia — sometimes described as vasomotor neu- 
roses, functional cardiac disorders, effort syn- 
drome, soldier’s heart—very rarely shows any 
intrinsic cardiac damage, yet is often mistaken for 
cardiac disease. Emotion has even been claimed 
as the primary etiology in organic heart disease 
and as responsible for certain sudden cardiac 
deaths.‘ 


When we turn to the subject of hypertension, 
the first difficulty encountered is in the definition of 
what constitutes high blood pressure. Bordley 
and Eichna’ have shown that considerable varia- 
tions in blood pressure occur in every individual, 
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dependent on the manometer and cuff used, ana- 
comical and hydrostatic effects, exercise, rest, pos- 
ture and emotional excitement. They warn 
against utilizing life insurance statistical figures 
for the normal as a criterion in any given case. 

There are early and extensive studies on the 
relation between emotional factors and blood pres- 
sure which have given, on the whole, contradictory 
results. While it is unlikely that we can draw 
any true correlations between the degree of emo- 
tion as felt by the patient and the degree of sys- 
tolic blood pressure change,® rises of blood pres- 
sure under emotional situations are clinically fre- 
quent enough to be evident.’ MacWilliam* dis- 
cusses blood pressure rise during sleep and dreams 
and offers an answer to the common question: 
“Why does cerebral hemorrhage frequently occur 
at night and in sleep?” There are numerous 
studies of blood pressure in neuroses and psy- 
choses, in sleep and under hypnosis, showing un- 
mistakable dependence of blood pressure on the 
affective state. 

We know also how easily emotional states can 
be aroused in the hypertensive. Anxiety may 
develop and focus around a diagnosis of hyper- 
tension, leading to profound and disabling in- 
validism. There are those* who believe that hyper- 
tension is only a symptom of personality disorder 
and who point out’® that the hypertensive’s own 
special temperament makes him prone to vigorous 
emotion and inner tension, both of which have 
their effect in pushing the blood pressure higher. 
Lastly we have the extremists who would make 
emotion the primary basis for arteriolar changes, 
leading in chronic states to true irreversible scle- 
rotic change. 

We should do better to forget the term “neu- 
rotic.” We are tempted to speak of neurosis when 
our methods of examination are inadequate to 
reveal demonstrable organic pathologic changes. 
We ought to speak of a person in whom the car- 
diac or hypertensive component is either leading 
or incidental, present as a proved reversible or 
irreversible change or as a temporary physiologi- 
cal alteration. We must recognize that the fright- 
ened individual may be more seriously crippled 
in life than is the true hypertensive who may live 
for years in productive activity. 

In the following discussion, I propose to present 
samples of cases in some of which the primary 
disturbance will be seen to be one of personality 
maladjustment with resultant blood pressure 
changes. Our task will be to see whether the per- 
sonality role ever appears as a convincing etiologic 
background for the development of essential hy- 
pertension, and whether emotional factors ever 
modify the diagnostic formulation, the prognosis 
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or the course of the disease. I wish also to show 
how unwise handling of cases can create pro- 
found invalidism and how personality factors 
must be considered in any therapeutic program. 
In some of the cases it will be clearly evident that, 
even in proved essential or arteriosclerotic hyper- 
tension, personality reaction assumes a dominant 
place and can be the productive wedge of attack 
upon the problem. It will be necessary to define 
the specific personality, if there be such a thing, 
and the liabilities to be encountered. 


TYPES OF CASES 


Let us consider as our first group of patients 
those in whom the personality plays a dominant 
precipitating role or gives the clue as to the nature 
of the patient’s complaint. In some, an acute emo- 
tional crisis in the life may lead to an abrupt and 
transitory elevation of blood pressure. In others, 
the essential personality has become anxious and 
insecure because of special attitudes developing 
around an elevation of blood pressure which is 
often fluctuating and is probably not a true idio- 
pathic hypertensive condition. A third type of 
person goes through life fearing hypertension even 
though showing only mild or insignificant blood 
pressure rises. In a fourth type, long-continued anx- 
iety Or insecurity gives rise to a true essential hyper- 
tension which may be lasting in character. The 
fifth case shows the opposite of this state: a true 
hypertensive patient who is converted into a psy- 
choneurotic individual because of superimposed 
fear and anxieties. 


Our first case is that of a young man, appar- 
ently normal as to blood pressure who showed 
an interesting emotional crisis accompanied by 
hypertensive change, which quickly settled down. 


Case 1. A 23-year-old, obese, unmarried man was 
admitted to the hospital for weight reduction on June 
20, 1938, at which time he was found to be physically 
sound; the blood pressure was 110/82. At that time he 
spoke of worry over possible heart trouble and concern 
over accepting a job in New York City of which he was 
apprehensive. He came from an obese family. Kept 
in the hospital until September 2, he lost 40 pounds 
satisfactorily and was discharged to take up his new oc- 
cupation in New York City. He returned September 
29 in a state of emotional panic brought on by his in- 
creasing anxiety over New York life. He was obviously 
profoundly stirred, and had been drinking. Of special 
interest was the blood pressure finding of 180/110 during 
this situation of severe anxiety and tension. Six days 
later, with restored security and having followed a 
regime of continuous tubs, mild sedatives and discussion 
of his anxiety, he left the hospital feeling quite well, 
with the blood pressure 130/70, 


Our second patient had a serious personality- 
state of chronic anxiety brought on by ill-advised 
medical treatment at the age of thirteen. During 
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recent years his anxiety state had become frankly 
psychopathologic, with marked fear of cerebral 
hemorrhage and interesting fluctuations in blood 
pressure accompanying his emotional upheavals. 


Case 2. A 35-year-old, married man entered the medical 
service because of hypertension and attacks of anxiety 
and panic during which he trembled violently, felt he 
was going to collapse and thought he would faint. His 
mouth became dry, he had violent palpitation. The 
attacks were curiously relieved by action or moving 
about. These attacks, which began when he was 30, 
occurred chiefly when he was in theaters or in crowds. 
Because he was convinced that he had serious cardiac 
disease and hypertension, he came for a thorough physical 
examination, at which time his blood pressure was found 
to be 160/95. 

He had every reason to be heart-conscious. He had 
been a thin, nervous, delicate, imaginative child who 
became panicky if ever he was left alone. At 13, when 
he was panicky during a medical examination, a tachy- 
cardia ard heart murmur were diagnosed as endocarditis 
and he was kept out of school for the next 4 years. 
Thorough re-examination by another physician after 4 
years resulted in his being told that his heart was normal, 
but in spite of his return to school he never regained 
confidence. Even in his dreams he would become 
anxious if he found himself running. Because of his 
expectation of an early death, he gave up all idea of 
marriage and his work was sporadic and unsatisfactory. 
At 22, on a trip to the West, he became frightened, of 
the altitude and sought physical examination when his 
blood pressure for the first time was found elevated— 
systolic 170. He rushed home and was hospitalized, 
and after a week was told that the blood pressure was 
normal. At 24, during an affair with the woman he sub- 
sequently married, he became frightened and again 
sought help. He was found by his physician to have a 
blood pressure of 130/76. He married the girl when 
she became pregnant but had no love for her, and they 
went to live with his father, who was suffering from 
hypertension. A year later, when he was 25, he applied 
for work, but was turned down because his blood pres- 
sure was found to be 160/90. When he was 27, a 
physician gave him a clean bill of health so that he might 
apply for a job and found his blood pressure 134/76. 
At the age of 31 he was followed for a year, but his 
only abnormality was a hypertension of 160-188/96. Since 
1934, at the age of 31, he had complained constantly of 
his attacks which were clearly anxiety attacks and as- 
sociated with a number of factors, namely his father’s 
death from cerebral hemorrhage, his own repeated marital 
infidelities, his financial dependence on his family and 
his protracted resentment of his mother; but his symptoms 
were particularly related to the sexual adventures, and 
ceased when he had given up his extramarital affairs. 

The patient was thin, asthenic and underweight. The 
heart was not enlarged and there was an inconstant systolic 
murmur; the kidney function was excellent. On the 
paternal side of his family, there had been many cardio- 
vascular deaths. He had a blustering, domineering hyper- 
tensive father, a rigid, proud, independent mother and an 
alcoholic, shiftless brother. He himself shunned respon- 
sibility but did everything at top speed and in his own 
way. He did little planning, had high self-esteem and 
was self-centered. He had few friends and no hobbies. 
He was dependent, easily influenced and suggestible. 

On admission to the psychiatric clinic, the patient had a 
blood pressure of 160/95. Within a few days, when his 
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security had been re-established and the analysis of 
his symptoms began to reveal their true anxiety nature, 
the blood pressure dropped to 130/70, and one month 
later was 125/75. 


We had in this case a man whose blood pressure 
fluctuated over a wide range and whose symp- 
toms sprang from anxiety, the basis for which had 
been laid during mistaken diagnosis and four years 
of adolescent invalidism. With a thorough re- 
orientation of his sexual standards, a new evalua- 
tion of his marriage and its worth, the determina- 
tion to free himself of the family dependence and 
the complete reassurance that comes from a full 
program of activity and exercise in hospital. there 
came a release from anxiety and return of the 
blood pressure to a normal level. 

In both the preceding cases, we were dealing 
with actual blood pressure elevations. In the sec- 
ond case the really disabling state was one of 
protracted anxiety, and the symptoms revolving 
around his conviction of high blood pressure. 
There is no evidence as yet that he is a true hyper- 
tensive. Were it not for the family history we 
should seriously question the diagnosis of hyper- 
tension that had been so frequently given him. He 
showed evidence of marked lability in his blood 
pressure swings, but thirteen years after the first 
discovery of an elevation, the blood pressure find- 
ings were normal. 

The third case is that of a woman whose dis- 
ability sprang entirely from her personality; the 
blood pressure elevation was purely incidental. 


Cast 3. A 50-year-old, married woman entered the 
medical service March 23, 1938, complaining of high 
blood pressure, pains in the head, attacks of nausea, 
vomiting and fainting and burning on urination, of six 
months’ duration. Actually the heart examination was 
normal; there was only moderate thickening of the 
vessels and the blood pressure was 160/92. The patient 
was palpably apprehensive and frightened over her hyper- 
tension, and it was evident that her symptoms were 
out of all proportion; her 6 months’ severe invalidism 
having very little relation to her mild hypertension. 

She had consulted four physicians, becoming increas- 
ingly apprehensive after talking with each. Her mother 
died from hypertension and two sisters had transient and 
easily controlled hypertensive symptoms. She belonged 
to a club of women who regularly swapped symptoms. 
Her own physician had put her on guard against her 
illness by urging her to watch for symptoms and limit 
her activities, thereby creating an intolerable burden of 
responsibility for an apprehensive-minded person. She 
gave up her activities, never left the house, did none 
of her own housework, and spent most of her time in 
bed complaining. She had been told of every blood 
pressure reading and warned especially about her diastolic 
level. 

She had never had a serious illness but had never 
been strong. She tended to overdo everything and for 
years would get easily nauseated and vomit. She was a 
farmer’s wife, childless, and married to a kindly, over- 
sympathetic man who had also been frightened about 
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her condition. Her husband and adopted son had done 
all the housework and the patient had given up all church 
and neighborhood activities. A mental status exam- 
ination showed her markedly apprehensive, downcast and 
overly sensitive, but not psychotic. 

The task of the psychiatrist was to relieve her of the 
burden of her fear, to urge her to give up looking for 
symptoms, to formulate exactly how much activity she 
could have and to get back into a wholesome routine 
based on what she was really able to do. The same 
formulation had to be given the family physician. She 
was greatly reassured while in the* hospital by being 
encouraged to feel that she could resume activities. She 
left the hospital April 1 improved, the blood pressure 
unchanged — 160/92 — but symptomatically at ease. 


It was evident that we had a serious and pro- 
foundly disabling state of invalidism developing 
in a woman with only mild blood-pressure eleva- 
tion and contributed to by the multiple circum- 
stances of her environment. 

Our fourth case represents a common type of 
reaction often described in the literature in which 
a protracted state of anxiety is accompanied by a 
relatively slight but significant rise in blood pres- 
sure which remains elevated after the major per- 
sonality factors have become clarified. Thus we 
see an essential hypertension in the evolution, and 
cannot help but be struck by the evident etiologic 
role played by the protracted anxiety and depres- 
sive state. 


Case 4. A 43-year-old, unmarried professor entered the 
psychiatric clinic September 13, 1936, in a state of 
anxiety and tension with some depressive features, pre- 
senting a,blood pressure of 168/100, complaining of hyper- 
tension and growing nervousness with preoccupation 
about himself and his sensitiveness, excessive perspiration, 
poor concentration and restlessness, all of which had 
become marked since the previous April, beginning with 
the completion of his Ph.D. thesis and his attempt to 
pass his oral examinations. 

Coupled with this immediate worry there also had 
been the strain of the 5-year illness and death of his 
father, the care of two unmarried sisters, limited finances, 
growing dissatisfaction with his teaching, a lonely, isolated 
life and frightening pain over the precordium. Twice 
he was turned down for insurance because his blood 
pressure during examination was found to be 200 systolic. 
He felt himself slowly giving way, unable to face his 
daily tasks, becoming overly sensitive, easily embarrassed 
and imagining that people noted his insecurity. More 
and more he remained secluded in his room, giving 
up all outlets. When his professor began to press him 
for his thesis, his blood pressure was again found to 
be 200 systolic. During the following summer, while vaca- 
tioning and free of this burden, he was examined and 
found to have a systolic reading of 130. 

His was a story of lifelong neurotic development. As 
a child he was a nail-biter, feared the dark, had night- 
mares, was shielded by his parents and was prevented 
from choosing his playmates. He early became bookish, 
studious and solitary. In his junior year he dropped 
out of college for 1 year because of mental weariness, 
poor concentration and discouragement. As a scholar- 
ship boy at a private school, he felt out of place and 
unable to participate in athletics. He had an extraordinary 
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lack of sex information. Frequent sexual arousals, 
manipulation and emissions led to marked sexual pre- 
occupations, conviction of loss of vitality and impairment 
of growth, certainty that he was abnormal and unfit to 
marry and repugnance toward intercourse. His whole 
life came to center around this: “I felt ashamed. It has 
inhibited me, has kept me from going ahead. I thought 
I shouldn’t marry. I wondered if it had affected me 
and kept me from being normal. I thought I might 
go off into insanity. I feel I must know whether I am 
a fit person to marry.” He attributed his chastity to his 
lifelong worry. There was no evidence of homosexuality. 

In personality the patient was bookish, solitary, poorly 
socialized, without hobbies, a serious and prodigious work- 
er, self-depreciatory, extremely self-conscious, overly re- 
active to criticism and markedly hypersensitive, almost to 
the point of paranoid delusions. His paternal grand- 
mother died in the early forties of cerebral hemorrhage; 
his father died at 67 of nephritis. Direct examination 
brought out marked vasomotor lability with excessive 
perspiration, cold, clammy hands and feet, moderate 
thickening of the peripheral arteries, an old mitral valve 
lesion and normal kidney function. 

Almost at once upon entry he began to feel at ease and 
more confident. Within a week his blood pressure was 
140/85. The problems of his life were investigated; 
the situations were clarified that particularly made him 
tense; the whole sex status was oriented. His depression 
quickly lifted, his self-depreciation disappeared. A de- 
tailed personality study led to true evaluation of his 
assets and increased ease in socialization. His timidity 
easily gave way and he became more sociable and 
talkative with the group. The tension was eased with 
hydrotherapy and full discussion of his early life and im- 
mediate circumstances. He left the hospital after 4 months 
cheerful, optimistic and self-assured; the blood pressure 
was 150/95. 

His status, 24 years later, was one of complete well- 
being and comfort and allowed us to conclude that the 
course and development of the hypertension had been 
definitely ameliorated. 


In this patient we cannot ignore the years of in- 
creasing tension and insecurity preceding the first 
discovery of hypertension. Nor can we forget the 
striking correlation between the first elevation 
and the strain of accomplishing his doctorate 
thesis. The family history gave ample indication 
of a constitution prone to hypertension, but the 
striking life circumstances seemed to play a spe- 
cific precipitating role. Therapy in this case was 
directed entirely at the management of the per- 
son and the circumstances, and resulted in com- 
plete alleviation of all symptoms without specific 
medical therapy’s ever having been employed. 
Our fifth case is that of a woman who was 
perfectly well until the discovery of a hyperten- 
sion, and in whom the disabling symptoms spring 
from a personality which had been profoundly 
altered by her years of fright and insecurity. In 
her, the medical profession had contributed to 
the development of a disabling psychoneurotic 
condition, and her individual suffering came from 
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medical mismanagement of her essential hyper- 
tension. 


Case 5. A 36-year-old married housewife came to the 
diagnostic clinic complaining of high blood pressure, and 
saying that she had been under profound mental strain 
and fear, that she was terrorized by the sensation of 
throbbing in the fingers, buzzing in the ears, frequent 
headaches and transient numbness of the left side of her 
body. She said she had seen too many doctors and 
been told too many things, and had never confided any of 
her mental quirks and worries. The mildly elevated and 
fluctuating blood pressure could not have accounted for 
her symptoms. 

She was definitely of a hypertensive family, and had 
adequate reason for her fear in the fact that her mother 
died at 47 of cerebral hemorrhage, a maternal aunt at 55 
of apoplexy, her father died suddenly at 50, and her pa- 
ternal grandfather at 64 of hypertension. Other mem- 
bers of the father’s family were said to be hypertensive. 

The history of the onset of her complaints gave 
ample evidence of the role of fear and misinformation. 
During her first pregnancy, which terminated August 24, 
1929, she was told that she had hypertension (170 systolic). 
She was doing office work for a woman physician, a 
hypertensive who was quarrelsome and exacting. She 
read a lot and picked out all the medical items for 
herself. The delivery was difficult and she resolved to 
have no more children. Sixteen months later, in December, 
1930, she was delivered of her second child. She changed 
physicians, believing the first had mismanaged her case, 
and got a young graduate who told her she had a 
heart murmur that might become a serious leakage and 
that to bear another child would be disastrous. At about 
that time her father died and her mother died of cerebral 
hemorrhage. Since then, she said, “I've been no good— 
just chronic aches and pains. I was sure I was dying.” 
Because of her husband's carelessness with contraceptives, 
she was delivered of a third child November, 1933, and 
a fourth in August, 1936. Shortly after this her blood 
pressure was found to be 170 but was easily reduced to 138. 

She feared and hated pregnancy, determined to have 
no more, resented intercourse, which had become painful— 
“I knew intercourse increased blood pressure, and was 
afraid, thinking I'd die during it of a stroke or hem- 
orrhage.” The resentment of her husband became moun- 
tainous. She finally refused intercourse. Her husband 
acquired syphilis extramaritally and was still undergoing 
treatment. “I nearly lost my mind over his syphilis. 
He told me he was an innocent victim but his special- 
ist told me different. It is not the worst sin in the world, 
but I resent the fact that he won’t admit he acquired it 
from a woman.” Resentment is the chief reaction to 
her entire marriage — “It’s been smouldering in me — I’ve 
resented marriage for ten years. I'll be damned if 
I'll put up with it any more. He has been callous, in- 
considerate. He won't take contraceptive precautions. I 
will not become pregnant again. We've always been 
antagonistic since we were married. It’s been bottled up 
in me so long and I resent it so much.” She felt superior 
to her husband and his family. They had never had any 
surplus money and had always had debt hanging over 
them. There had been constant bickering between them 
for the past several years. The house was small and 
crowded, the children were underfoot; she did all her 
own housework. She smoked twenty-five cigarettes a day. 

Her whole life had been one of striving for a higher 
social stratum, resenting those who stood in the way. 
Her father, to whom she was excessively devoted, was 
an alcoholic who ultimately deserted the family and 
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divorced the mother. Following the divorce, her one 
desire was to avenge her mother. She was reared on a 
farm, was looked down upon by the neighbors for her 
father’s behavior. She worked her way through state 
training school, took a business course, won honors in 
school, had some mild attention from a university pro- 
fessor. She sought her ideal of social advancement in 
a good marriage but was bitterly disappointed in the low 
quality of her husband’s family, whom he never intro. 
duced until after she had married him. 

In spite of her suggestive symptoms, physical ex- 
amination revealed a normal-sized heart, a rough systolic 
murmur at the apex and fluctuating blood pressure — 
140/95, 160/90, 132/75—during three successive de- 
terminations. The retinal and peripheral vessels were 
not sclerosed. 

At the beginning of her story to the psychiatrist, the 
blood pressure was 148/82, on repeated examination 
136/80. At the end of her story it was 132/74. During 
her recital she said she was sure her blood pressure had 
gone up; actually it had dropped. 


Our second major group of cases consists of 
individuals of known hypertension. In them, the 
personality features play a less dominant role but 
still profoundly modify the onset, course and dis- 
comfort of the disease. 


One sometimes has the opportunity to observe 
essential hypertension and its development, and 
there are times when it is difficult to reject the 
suspicion that the person and mode of life are 
the primary etiologic factors. The following cases 
of true hypertension show interesting and varia- 
ble personality reactions and clearly indicate the 
extent to which the patients’ own personalities 
contributed to their comfort or discomfort. 


Case 6. A 35-year-old, married dentist complained of 
high blood pressure discovered 8 years previously when 
he applied for insurance, but giving no symptoms, in 
spite of an active life of practice, limited re-reation and 
long arduous hours, until January, 1936, when with in- 
creased responsibility he developed rapid pulse, pound- 
ing heart, dizziness and headache. He consulted a 
physician and found his blood pressure to be 225 systolic, 
but in January, 1937, at the time of admission he showed 
a normal heart, absence of arteriosclerosis, and a blood 
pressure of 146/100. He had a labile blood pressure, 
dependent upon moods and excitability and had an early 
hypertension precipitated by general strain, worry and 
poor habits. Correction of his mode of life and reorganiza- 
tion of his plan of living resulted in complete easing of 
his symptoms throughout the 2 years that elapsed. He 
wrote that his blood pressure was normal. 


Perhaps the most interesting patient of this 
series is the following man with a sustained arterio- 
sclerotic hypertension in whom fluctuations of 
blood pressure and general discomfort were clear- 
ly dependent upon emotional factors and _ his 
state of general composure. 

Case 7. The patient was a 43-year-old, married, successful 
businessman who in 1929, at the age of 34, showed for the 


first time a slight elevation of blood pressure to 152/98. 
He was of a hypertensive family, and his father died at 59 
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after 19 years of progressive cerebral arteriosclerosis and 
a terminal mental depression, A paternal uncle was in- 
valided from the age of 50 until his death at 58 of angina 
pectoris. His mother had suffered from Bright’s disease 
ior 4 years, starting at the age of 45. His was a family 
also of high-strung individuals, with a sister who came 
near to a nervous breakdown, an older brother who since 
the World War had been irresponsible, alcoholic and 
nomadic. By the age of 40 our own patient’s blood 
pressure had become permanently elevated, ranging from 
158/96 to 200/132. He himself recognized fluctuations 
with nervous strain and excitement and asked for help in 
achieving a more equable temperament. 

He was first seen by a psychiatrist in October, 1936, at 
the age of 41, when his blood pressure was 198/132. He 
had been through a profoundly disturbing emotional 
experience in September when he had gone West to 
straighten out his brother’s unhappy marital tangle. While 
there he suddenly began to wonder if he too could develop 
like his brother — “I wondered if I didn’t have some of 
those vagaries myself. I wondered how I appeared to my 
wife. It occurred to me that I was utterly weak at not 
sticking at anything.” He became panicky and_pro- 
foundly wrought up; he was unable to sleep one evening 
and called a local physician, who gave him a sedative. This 
act completely undermined his confidence, as he felt he 
must be in a precarious condition if he needed to start 
using sedatives. 

He had been aware of his hypertension for several 
years prior to this, and a blood pressure of 152/98 was 
first discovered in 1929 during a mild upper respiratory 
infection. By December, 1930, while under profound 
strain in a brokerage house, which subsequently col- 
lapsed after the suicide of the head of the firm, he de- 
veloped occasional headaches. By 1934 he was having 
slight chest discomfort following tennis. At this time the 
blood pressure was 146/92, the fundi showed slight 
arteriosclerosis, and a soft systolic murmur was heard at 
the apex; the second aortic sound was loud and accentu- 
ated. During a routine examination in April, 1935, the 
blood pressure was 148/100, the heart was normal in 
size, a loud systolic murmur was heard over the entire 
precordium and the second aortic sound had taken on a 
ringing quality. There was moderate peripheral sclerosis. 
By January, 1936, he had lost his position and was com- 
plaining of some nervousness and a tendency to worry. 
The blood pressure had started to increase (158/96). By 
April of that year he had found re-employment. Faced 
with high responsibility and his difficulty of making rapid 
decisions, he was having panicky feelings, and was restless 
and frightened. His blood pressure was found to be 
180/116, and he was advised to leave work each day at 
noon. During the next 4 months the blood pressure con- 
tinued at 180/102-114, but by July he was feeling better 
and the blood pressure was 166/94. In September he took 
the trip West, and when he returned from this disturbing 
emotional experience the blood pressure was found to be 
198/132. 

When first seen by me, he spoke of being depressed all 
the time, morose, with poor appetite and bowel movements 
two or three times a morning. He was worrying desper- 
ately about his future, was anxious and fearful about his 
health and was increasingly introspective, self-analytical 
and irritable. He spoke of being restless, and excited when 
details of his work went badly. His sex drive had fallen 
off. He was convinced that he was not doing justice to 
his work, although actually managing it very successfully. 
He spoke of his tremendous ambition, his desire to do the 
best job possible, his extreme overconscientiousness. He 
found himself avoiding people, not wanting to go out, 
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perspiring a great deal. He became intolerant of people, 
irritated by his children, and distrustful of others, analyzing 
the motives behind casual remarks. 

The story of his life gave ample evidence of the special 
type of temperament, which was developed and fixed at 
an early age. As a boy, he was timid, bit his fingernails, 
suffered from nightmares, had a quick-rousing temper and 
was passionately fond of athletics. At the age of 12 he had 
to be taken out of school for a month because he had 
become overly excited and sleepless during the athletic 
season. His father was a strict, stern, hard-working man 
with rigid religious standards. The patient was never 
close to him, was often resentful of him and in later life 
avoided him, disliked having to speak to him and saw 
little of him. On the other hand, he was very intimate 
with his mother, a gentle, kindly person. As a boy, he 
never got on well with his older brother, who made life 
as a child unendurable for him. In late years he had to 
help support this brother, to whom he subsequently de- 
veloped a marked sense of devotion and responsibility. 
Always he had been overconscientious like his father and 
worried over trivial matters. During his courtship he was 
highly temperamental and would be in the depth of 
depression at any discouragement from his fiancée. The 
patient had rigid sex standards and took occasion to 
warn his 14-year-old brother against kissing. He did well 
throughout college, but disappointed his father by drop- 
ping from eighth to fourteenth in a large graduating 
class. He had used alcohol in moderation. His marriage 
had been a happy one; the sex adjustment had been ade- 
quate. 

In temperament he could be summed up as excitable, 
easily upset, with a high temper, tremendously am- 
bitious, overly conscientious, meticulous about details, 
orderly and punctual. Socially he was sensitive and his 
feelings were easily hurt. He tended to analyze the 
motives of others. 

it was evident that this man had been through a 
stirring emotional experience in which he had become 
panicky, depressed, insecure and anxious. Following his 
first long interview and the confession of an early ex- 
perience, the shame of which had been a serious burden 
to him for years, he immediately felt more at ease. He 
readily agreed to a program of continuous baths, relax- 
ation exercises, adequate rest and reassurance about his de- 
pressed condition. He was urged to increase his recrea- 
tion and decided to take up two old hobbies, namely 
music and nature study, to serve as a balance to the strain 
of his work. He determined on reasonable hours of work, 
as speedy a settling of all issues as possible and a modifica- 
tion of his athletic interests, which were always highly 
exciting to him. 

Ten days later his headaches had largely disappeared 
and he was in much better spirits. His blood pressure 
had fallen to 172/110. For the next 7 months he came to 
the clinic for a weekly interview, during which time he 
began to understand his relation to his brother and to 
modify his own responsibility toward him. His sex status 
was investigated further and he came to see how certain 
arousals led to unprofitable stimulation and how to avoid 
them. He adopted a deliberate attitude of being more 
casual about appointments, routine and his expectations of 
others. A deep-seated resentment of a neighbor, which 
had played a large role in keeping him stirred up, was 
analyzed in its relation to his brother, of whom this man 
invariably reminded him. He came to see himself as the 
exact opposite of his brother and his fears on this score 
were gradually allayed. Two months later, by January, 
1937, his blood pressure had fallen to 148/96 and, on one 
occasion in March had dropped to 138/90. He came to 
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understand the role of emotional situations in raising 
his blood pressure. He gave up some of his duties in the 
church which had constituted a real strain for him. He 
was finally made permanent head of the concern, which he 
reorganized, and felt that his future had become secure. 
Treatment was terminated in April because the patient 
felt he had secured a sufficient understanding of himself. 
At that time his blood pressure was 160/100. At the last 
examination in January, 1939, he stated he had felt well 
for 13 months and had not been to a physician. 
blood pressure was 186/120, the fundi showed definite 
sclerotic changes and the peripheral vessels moderate 
thickening. 


In our final case we deal with another interest- 
ing variety of reaction, namely the hypertensive 
who develops a psychotic or semi-psychotic condi- 
tion in association with diffuse cerebral vascular 
changes. In her, it is of interest that the symp- 
toms for which she sought help were not those 
deriving from the hypertension but sprang from 
the gradually emerging psychopathologic person- 
ality state. 


Cast 8. A 49-year-old, married woman with known 
hypertensive cardiovascular disease and generalized ar- 
teriosclerosis entered the medical service because of per- 
sistent hypertension. ranging from 198-210/114-120. This 
had been present for 18 months, during which she had 
one attack of severe substernal discomfort not relieved by 
nitroglycerin and a mild cerebrovascular accident which 
cleared entirely after 3 weeks. She linked her discomforts, 
however, not to her hypertension but to profound dis- 
satisfaction with her marriage and the fact that she did 
not love her husband. She felt that he had mistreated her 
and cheated her of the best of life, that he had had an 
affair with another woman and that he was subservient 
to the wishes of his family to the exclusion of giving her 
adequate attention. Hers had been a life of constant 
jealousy, long-standing smoldering resentment and slowly 
emerging suspicion. 

She was a woman whose interests had been limited 
to clothes, home and her child. 

Under test with Sodium Amytal narcosis, the blood 
pressure remained constantly elevated. During a period 
of 10 days in the hospital with ventilation of her resent- 
ments, bed rest, and the giving of luminal and potassium 
thiocyanate, the blood pressure dropped to 160/110. Fol- 
lowing the first visit of her husband it rose to 215/130, but 
at the time of discharge 15 days later it had fallen to 
150/100. 


It is apparent that in this known hypertensive pa- 
tient there were some fluctuations in blood pres- 
sure dependent on emotional states and the blos- 
soming forth of a paranoid delusional suspicious 
condition. 

Examination of this entire series of cases re- 
veals interesting steps in the progression of the 
hypertensive state. In all of them we are dealing 
with elevated blood pressure, but the significance 
of that finding requires individual evaluation and 
must be formulated differently for each individ- 
ual. Is it possible to single out stages which may 
represent the typical developments in any one in- 
dividual? We see in Case 2 a condition where the 
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hypertension is labile and fluctuating, easily re- 
turning to normal, not yet fixed at any definite 
level. In Case 4 we see how long-continued emo- 
tional states contribute to the rise of the blood 
pressure level, which then remains permanently 
slightly elevated and no longer shows a reversible 
character or a return to a completely normal base 
line. In Case 8 we watch the slow, gradual ele- 
vation of a true arteriosclerotic hypertension, but 
where variability in blood pressure reading is still 
dependent upon the emotional factor. We do not 
mean to minimize in any of these cases the evident 
hereditary component nor the fact that most of 
these individuals spring from families heavily 
loaded with hypertension. Nonetheless, the fac- 
tors which set off their own disease are often 
those stemming from their emotional difficulties 
or personality maladjustments. There seems lit- 
tle question that in all but the terminal stages of 
hypertension the blood pressure is still modifiable 
by attention to the personality component. But 
more than that, we see that the evaluation and 
stress placed upon any finding of blood pressure 
elevation can be grossly misleading unless the 
emotional factors are accurately weighed. The 
serious, crippling damage that can be done to the 
person by neglect of these factors clearly speaks 
for itself. 

The material of these cases permits certain gen- 
eralizations. Case 4 shows us the evolution of an 
essential hypertension and points to the etiologic 
role of prolonged emotional strain. Case 2 
shows the care that must be used in diagnosis. 
Case 7 shows how the course of the disease can 
be modified, and Case 5 how the prognosis can 
be mistaken. Case 3 shows how unnecessary in- 
validism can be produced by unwise management. 
In all the cases it should be clear that therapy of 
the emotional state is productive, and in some the 
only constructive approach to the problem. 


PERSONALITY 


Is it possible to define a specific personality — or 
personality pattern —for the hypertensive indi- 
vidual? Ayman" has made an interesting per- 
sonality analysis of 182 hypertensive patients and 
concludes that we can speak of a distinct person- 
ality type characterized by increased psychomotor 
activity, by dynamic, hyperactive drives, by large, 
steady output of energy, quick temper and hyper- 
sensitiveness. He stresses the fact that this person- 
ality has been present throughout life and is 
shown to be consistent long before the hyperten- 
sion itself develops. In addition, these are people 
who are easily embarrassed, unusually shy, blush 
easily and worry over trivial details. 


Other reviewers have stressed the high-strung, 
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nervous, irritable, ill-balanced types who are 
serious, conscientious, infrequent at play. O'Hare?” 
points out the vasomotor instability in the pres- 
ence of cold, sweaty, cyanotic hands, blushing and 
migraine. 

A study of the personality make-up of our pa- 
tients reveals unmistakable evidence of lifelong 
instability and emotional lability expressed in easy 
depression and anxiety. In addition to the usual 
traits mentioned, we would include perfectionism, 
ambition and overattention to bodily symptoms. 
These are individuals who work at top speed, 
have a driving need to succeed, who show tenden- 
cies toward jealousy and suspicion. The outstand- 
ing emotional pattern appears to be one of resent- 
ment, sometimes coupled with a frank desire for 
revenge. This aggressive component, particularly 
when the resentment is smoldering and _ unex- 
pressed, would seem to play a significant role in 
creating periods of long-continued stress and wear 
upon the autonomic system and the sustaining of 
a protracted high level of blood pressure. Hill*® 
describes from the psychoanalytic standpoint an in- 
teresting case where the reliving of a_ highly 
charged resentment experience of childhood ap- 
peared to bring about a reversal of blood pressure. 


It should be borne in mind that our description 
of personality represents a study of a selected 
group of hypertensives called to our attention be- 
cause the emotional factor played an obvious role. 
They represent samples of psychoneurotic indi- 
viduals who throughout the life span give evidence 
of their particular temperamental liabilities. The 
affective component in this group of cases stands 
out prominently and is in contrast to Ayman’s at- 
tempt to differentiate the true neurotic and the af- 
fectively unstable groups. Such a differentiation is 
difficult to make. This limited series of cases is ob- 
viously inadequate for generalization about a spe- 
cific hypertensive personality. There are hyperten- 
sive individuals who tend to ignore their symptoms 
or who even totally disregard them. They must 
constitute a totally different personality pattern 
from our present series of patients. All hyperten- 
sives are not necessarily alike. The task of the 
physician should be an evaluation of the special 
temperament with which he is dealing, with full 
recognition of the liabilities inherent in the types 
described above. I have selected this group of 
cases because in them therapy must include at- 
tention to the personality make-up. Such indi- 
viduals are especially sensitive to innuendos about 
their cardiovascular status. They are easily fright- 
ened, and cling to every implication or facial ex- 
pression of the physician. Many of them have 
been made sensitive because of deaths or compara- 
ble illness in close relatives or friends. Some are 
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reacting emotionally to one of many factors in 
their total environment and are not primarily con- 
cerned with the hypertension itself. Nonetheless, 
these factors contribute a great deal to their total 
symptomatology. 

The physician dealing with such individuals 
must be aware of the fluctuations that can occur 
even in normal individuals. He must be particu- 
larly alert as to the special temperament of the 
patients, and should take the time to acquaint 
himself with their general affective make-up, the 
special fears, anxieties and insecurities, and the 
situations of their lives productive of states of in- 
security. He must exert restraint in talking about 
the blood pressure of his patient. It is unwise to 
give such patients the actual blood pressure figures. 
There is no need to warn them against stroke or 
cardiac enlargement or to mention unimportant 
physiologic abnormalities. They are already prone 
to restrict their own lives and should be told 
definitely the limit of activity they may enjoy. 
They should be discouraged from exchanging ac- 
counts of symptoms with others. Parents and 
relatives must be cautioned not to overevaluate 
the dangers. These are individuals upon whom 
every newspaper article, every campaign against 
disease falls as on fertile soil. Since the neurotic 
type far outnumbers that of the hypertensive in- 
dividuals of the world, we need to exert caution 
along with our zeal to protect the accidental pa- 
tient for whom awareness is essential. 

Consider, for example, the damage done in Case 
5 by the peremptory warning by the young physi- 
cian that another pregnancy would be disastrous. 
The profound aversion to intercourse was the re- 
sult and the husband’s acquisition of syphilis the 
outcome. Consider the years of disabling anxiety 
in Case 2 following the premature and incorrect 
diagnosis of endocarditis, and then see how the 
adult personality molded itself around his in- 
security. 

Psychiatric therapy for some of these cases re- 
sults in a total orientation in their expectations of 
life and their evaluation of themselves, freedom 
from anxiety and the opening up of productive 
and comfortable years of living. Therapy begins 
with the recognition of the particular tempera- 
ment and its liabilities. The illness should be 
formulated in as simple and non-terrifying a man- 
ner as possible. The neurotic has to be shown 
how his symptoms derive legitimately from his 
anxieties and concern. The confidence of such a 
person must be restored by careful examination 
and honest statement of the findings. Such indi- 
viduals need training in the balancing of their 
work, recreation, relaxation and play. Hydro- 
therapy is a useful, simple method for reducing 
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tension. No program will be thoroughly affective 
until the patient is brought to see the origin and 
genesis of his own apprehensions, so that a sim- 
ple scrutiny of the entire life record is often neces- 
sary before the patient can spontaneously recog- 
nize the correlation between symptoms and _spe- 
cific situations. Such a program is within the 
easy scope of every practicing physician and re- 
quires no special significant training. The physi- 
cian who is alert to these factors will have a val- 
uable therapeutic tool which will often bring more 
success in alleviating symptoms than is obtainable 
from specfic medical therapy. There is much that 
remains to be known about hypertension. Psy- 
chotherapy is a positive mode of attack, often the 
only really effective one available, attention to 
which can spell years of comfort and security, 
and neglect of which may lead to profoundly dis- 
abling and unnecessary invalidism. 


CONCLUSIONS 


The hypertensive personality permits of the in- 
clusion of various reaction types. We deal in 
some with a lifelong unstable make-up where the 
personality itself becomes of primary importance 
in the etiology, diagnosis, prognosis, course and 
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therapy of the hypertensive state. Protracted re- 
sentment may be a specific leit motif running 
through the anxiety and insecurity of the emo- 
tional pattern. Failure to recognize personality 
component may lead to serious complications of 
invalidism or elevated blood pressure. Willing- 
ness to deal with the personality features may offer 
the only, or the most effective, therapeutic tool. 
Phipps Clinic, Johns Hopkins Hospital, Baltimore. 
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THE NEED FOR CO-OPERATION BETWEEN GENITOURINARY 
AND ORTHOPEDIC SURGEONS* 


Cuares J. E. Kicknam, M.D.+ 


BOSTON 


ee experiences have impressed on me the 
intimate relation that may exist between the 
problems of the genitourinary surgeon and those 
of the orthopedist. This relation may manifest 
itself in the natural life history of disease or as 
a complication of treatment. Perplexing problems 
in diagnosis frequently demand the closest co- 
operation between these groups, as signs and 
symptoms in one system may simulate disease in 
the field of the other. In the proper management 
of many bone and joint conditions, such as in spi- 
nal injury, chronic arthritis, intractable low-back 
pain and diseases demanding prolonged immobili- 
zation, consultation with the urologist is frequent- 
ly essential. The indefinite symptoms and meager 
clinical signs of early peri-renal suppuration may 
readily be confused with an obscure orthopedic 
lesion. It is not uncommon to have x-ray study 
reveal the presence of a urinary calculus when the 


*From the urological services of the Pondville Hospital, Massachusetts 
Department of Public Health, and the Carney Hospital, Boston. 

tUrologist, Carney Hospital; assistant visiting urologist, Pondville Hos- 
pital. 


clinical picture has suggested bone and joint dis- 
ease. The predilection of cancer of the genito- 
urinary tract for skeletal metastasis is also of 
important significance. 

The bones of the lumbar spine and pelvis are 
the most frequent sites of the osseous metastases 
in genitourinary malignant disease. As a result 
of this habit of dissemination, the presence of a 
cancerous process in the genitourinary system may 
be revealed by signs and symptoms which direct 
the attention of the medical attendant, as well 
as the patient, to the site of the metastasis rather 
than to the seat of the primary malignant growth. 
In such cases orthopedic consultation may be re- 
quested because of symptoms referable to the bones 
and joints, such as backache and “sciatica,” or 
because of a pathologic fracture in an area of 
a metastatic deposit. An obscure bone tumor, the 
nature of which may constitute an extremely dif- 
ficult problem in diagnosis, may have its origin 
in a malignant tumor of the kidney or of the 
prostate. 
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Tumors of the renal cortex spread by way of 
the venous circulation to the liver, lungs and long 
bones, as distinguished from the papillary neo- 
plasms of the renal pelvis, which have no distant 
metastases but extend along the ureter and may 
involve the bladder in proximity to the ureteral 
orifice. Osseous metastases from cortical tumors oc- 
cur in a high percentage of cases, and in many 
of them attention may not be focused on the kid- 
ney because of the absence of blood in the urine, 
flank pain or a palpable mass in the renal region. 
Hematuria, the commonest sign of renal tumor, 
may be absent even in the presence of extensive 
metastatic disease. Tumor of the kidney must be 
excluded as the primary nidus of bone disease by 
careful urological investigation in the presence of 
pathologic fracture, and in all cases of bone tu- 
mor in which a diagnosis cannot be established. 
The determination of the type and the origin of 
a bone tumor may constitute a baffling problem 
in diagnosis. Is it a primary growth, or a sec- 
ondary deposit from an unrecognized and hidden 
neoplasm in a kidney? Such problems may con- 
fuse the urological consultant as well as the bone 
and joint surgeon. Study of the urinary tract may 
be entirely negative. Pyelographic studies by the 
retrograde and the intravenous methods may be 
inconclusive. In such cases a distortion of the renal 
outline may lead to a presumptive diagnosis. Ob- 
viously many of these patients are first seen by 
the orthopedist instead of by the genitourinary 
surgeon. At the Pondville Hospital (Massachu- 
setts Department of Public Health) a number of 
cases illustrative of this group have been observed. 
The bones most frequently involved are the ribs, 
spine, clavicles and the upper portions of the 
femur. The importance of being alert to the 
urological aspect of bone tumors and of pathologic 
fractures is therefore evident. 


Cancer of the prostate gland has a high incidence 
of bone metastasis. The secondary deposits com- 
monly localize in the bones of the pelvis, sacrum 
and lumbar spine, although other bones are fre- 
quently involved. The frequency of osseous metas- 
tasis from malignancy of the prostate varies from 
30 to 70 per cent in published reports. In a series 
of 81 cases of carcinoma of the prostate with metas- 
tasis reviewed by Graves and Militzer,’ 85 per cent 
showed x-ray evidence of involvement in the pel- 
vis and sacrum and 59 per cent in the lumbar 
spine. In view of this predilection, symptoms con- 
sistent with “sciatica,” lumbago and arthritis are 
commonly observed. Symptoms due to the metas- 
tatic disease may be outstanding, and complaints 
referable to the urinary tract either entirely ab- 
sent or so mild that no significance is attached to 
them. As a result of back, hip or leg pain, the 
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patient may be referred to the orthopedic surgeon. 
The value of routine digital examination of the 
rectum in this group cannot be overemphasized, 
as the failure to carry out this simple but essen- 
tial diagnostic procedure may delay recognition 
of the clinical picture and postpone the institu- 
tion of proper therapy. The man over forty-five 
years of age who seeks the advice of his physi- 
cian because of low-back and leg pain, with or 
without bladder difficulty, should always be consid- 
ered a potential victim of prostatic malignancy 
until it has been excluded by painstaking evalua- 
tion of the gland on rectal examination. X-ray 
study of the lumbar spine and the pelvis may con- 
firm the diagnosis. 


In view of the established pathway of dissemi- 
nation of carcinoma of the prostate by way of the 
perineural lymphatics to the bones of the spine 
and the pelvis, pain would obviously be an out- 
standing symptom even in the absence of positive 
x-ray findings. While it has long been recognized 
that metastasis of cancer of the prostate may cause 
pain before any confirmatory x-ray evidence can 
be obtained, Graves, Warren and Harris’ ade- 
quately explain it as follows: “If the tumor is ad- 
vancing along perineural lymphatics, then develop- 
ing in the lymphatic plexus closely in contact with 
the periosteum and cortical bone as our sections 
demonstrate, it is apparent that there will be a 
period when there is a considerable amount of 
pain from periosteal involvement without any defi- 
nite disturbance of the bone itself.” Just as pain is 
an early symptom in primary carcinoma of the 
prostate, so it may be an early symptom in its 
metastasis. The status of the prostate on rectal 
examination may at times be disconcerting. The 
small, apparently localized growth is prone to dis- 
seminate in the early stages of this disease, while 
the large, locally advanced tumor mass may re- 
main confined until the late stages of the process. 
Pathologic fracture, especially in the upper por- 
tion of the femur, as a result of bone destruction 
from prostatic malignancy is not an unusual oc- 
currence. 


The incidence of metastatic deposits in bone 
from bladder tumors is much less than that of 
those from the prostate. The pathways of dis- 
semination likewise differ. Spread takes place in 
tumor of the bladder by way of the blood stream, 
and in most cases occurs in the late stages of the 
disease. 


It should be noted that Paget’s disease of the 
bone frequently simulates metastatic malignancy. 
X-ray interpretation may be extremely difficult. 
Roentgen studies of the skull and the tibia may 
confirm the presence of Paget’s disease. 
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The potential deleterious effects of high-voltage 
x-ray therapy directed over the groin and femoral 
regions were recently demonstrated at the Pond- 
ville Hospital in a patient who, following a modi- 
fied radical amputation of the penis, was given a 
course of irradiation. Several months later, defi- 
nite osteoclastic changes were delineated by x-ray 
in the neck of the left femur, followed later by 
spontaneous fracture. At this time early degener- 
ative changes were also noted in the right femur. 
It is probable that interference with the blood 
supply occurred in this case, followed by the sub- 
sequent bony changes. This patient was in our 
opinion cured of his malignant disease. The case 
illustrates the hazards of x-ray therapy and strik- 
ingly demonstrates the orthopedic problems which 
may follow such measures. 


An intimate association may exist between back- 
ache and chronic inflammatory changes in the pros- 
tate gland. Too little significance has been at- 
tached by the orthopedist as well as by the in- 
dustrial surgeon to the role of the prostate in the 
commonly encountered complaint, low-back pain. 
In many cases the prostate is entirely overlooked. 
Individuals in this group are as a result either 
treated improperly without due regard to the ex- 
citing cause of the clinical picture or therapeutic 
measures are unnecessarily delayed. A significant 
percentage of back pain in men, either traumatic 
in origin or developing independently of injury, 
has its basis in latent or manifested infection with- 
in the prostate gland. Riley’ in a recent com- 
munication has stressed the part played by the 
seminal vesicles. 

It is not my intention to minimize the role of 
the traditional focal triad, the teeth, the tonsils 
and the nasal sinuses, as the common sources of in- 
fection. The sinuses, however, are rarely if ever 
a factor in this group. Proper regard should be 
given to the prostate gland, which in many cases 
is a secondary locus of infection. Dual infection 
must not be overlooked, since measures directed 
to elimination of sepsis in the prostate are futile 
unless the nidus of the infection is eradicated. It 
is only by careful scrutiny of all possible foci that 
the condition can be completely and permanently 
cured. It is worthy of note that the degree of 
infection is not proportional to the amount of 
backache. There may be no signs or symptoms 
suggesting prostatic disease. The past history may 
be negative. Gross pus in the urine is the excep- 
tion. 

Chronic prostatitis is without question the most 
commonly encountered disease in the practice of 
the urologist. A diagnosis is made by the cor- 
relation of the palpatory findings on rectal ex- 
amination and the microscopic study of the pros- 
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tatic secretion obtained by massage of the gland. 
A diagnosis of the normal prostate should never 
be made until three negative smears have been re- 
ported from the massaged secretion. The gland 
may be firm, nodular and indurated, or soft and 
boggy in consistence. The latter condition is found 
more frequently where one is dealing with a con- 
gestive prostatitis of the non-focal type. These 
patients may complain of backache due to referred 
pain from the prostate. This condition is en- 
countered in individuals of sedentary habits who 
“live too well” and in whom the sex factor and 
alcohol play prominent parts. The fibrous pros- 
tate frequently taxes the diagnostic ability of the 
most experienced urologist. Early malignant dis- 
ease must be excluded. Haphazard and _ injudi- 
cious prostatic massage cannot be condoned if 
there is the remotest suspicion of cancer in the 
gland, since metastatic dissemination of tumor 
cells may be precipitated. The recognition of pros- 
tatic malignancy in the early stage is unquestion- 
ably the most difficult diagnosis in urology. 

The association of backache and prostatitis is 
of particular significance in relation to the so- 
called “industrial back” in which disability and 
compensation are factors of importance. A back 
injury of a mild nature, complicated by the pres- 
ence of unrecognized infection in the prostate, may 
result in prolonged inability to carry on the in- 
dividual’s occupation. In spite of orthopedic meas- 
ures there will be only temporary respite until 
the lesion in the gland is eradicated. This prob- 
lem demands the careful attention of the indus- 
trial physician, the orthopedic surgeon and the 
urologist. 

The prostate gland is a recognized focus of in- 
fection in arthritis of joints other than the spine. 
The knee, ankle, wrist and shoulder joints are 
most frequently involved. In a significant per- 
centage of cases a positive history of Neisserian 
disease may be obtained. In most cases, however, 
except when one is dealing with the acute ful- 
minating gonorrheal joint, secondary invasion of 
the prostate has taken place. Chronic abscess is. 
a common source of joint involvement, in which 
case there is generally a history of genitoinfectious 
disease. As would be expected, an exact thera- 
peutic program must be carried out in order to- 
eradicate the offending focus. It is worthy of 
mention that two opposite effects of prostatic mas- 
sage have diagnostic significance: demonstrable clin- 
ical improvement, or an acute exacerbation of joint 
signs and symptoms. 

A painful heel may in some cases be a simple 
orthopedic condition amenable to appropriate meas- 
ures. It may, however, be a manifestation of a 
neglected Neisserian focus which must be eradi- 
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cated before permanent and satisfactory relief can 
be obtained. 

A different type of metastatic bone lesion, osteo- 
myelitis secondary to infection in the genito- 
urinary tract, occurs at times. Kretschmer and 
Ockuly* reported 3 cases: osteomyelitis of the head 
of the tibia following suprapubic cystotomy, in- 
volvement of the fifth and seventh dorsal vertebrae 
following pyelotomy for stone, and infection of the 
femur following a suprapubic prostatectomy. We 
have observed 2 such cases: involvement of the 
humerus following long-standing periurethral in- 
fection and involvement of the lower tibia subse- 
quent to a resistant cystitis following suprapubic 
cystotomy and radium implantation. In the lat- 
ter case wound healing was delayed because of 
previous x-ray therapy. 

Individuals who undergo treatment for pro- 
longed periods in recumbency, especially when 
immobilization is required, are particularly sus- 
ceptible to urinary complications. Victims of 
chronic osteomyelitis, compound fractures, bone 
tuberculosis, spinal and hip fractures and infan- 
tile paralysis are potential subjects. Bastion’ in 
1861 first referred to the association between stone 
formation and disease of the bone, while Paul" 
noted the causal relation between bone suppura- 
tion and the formation of calculi; the latter em- 
phasized the high incidence of urinary infection 
in this group. The modern orthopedic surgeon 
should be cognizant of the factors responsible for 
the prevalence of calculi and urosepsis in immo- 
bilized recumbent patients and should adopt the 
necessary measures for their prevention. 

What are the provocative factors? The essen- 
tial feature in the formation of the so-called “re- 
cumbency calculi” is the precipitation of calcium 
as a salt in the large tubules or calices of the 
kidney. This formation is dependent on the neces- 
sary reaction of the urine. Pyrah and Fow- 
weather’ and Higgins and Schlumberger* have 
written excellent papers on the subject. A gen- 
eralized demineralization of the entire skeletal sys- 
tem occurs, as a result of immobilization and the 
consequent muscular inactivity. Local decalcifica- 
tion near the site of injury or sepsis may be quite 
pronounced. A marked elevation in the calcium 
content of the blood may follow, associated with 
a demonstrable increase in the calcium salt excre- 
tion in the urine. In the presence of a low-fluid 
intake and dehydration methods of therapy, such 
as baking and exposure to sun, the urine may be- 
come highly concentrated. As a result of the en- 
forced recumbent posture, interference with uri- 
nary drainage from the kidney is favored and sta- 
sis takes place. The latter have pointed out that 
when a patient undergoes prolonged immobiliza- 
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tion in the dorsal decubitus position the minor 
calices are in the most dependent position, so that 
in a patient in whom the deposition of crystals 
may occur stasis in the minor calices may consti- 
tute a definite hazard. The outstanding factor, 
however, which encourages the precipitation of 
calcium is an alkaline urine. There is abundant 
evidence that a nutritional deficiency of vitamin A 
is a contributory factor in the formation of cal- 
culi. Sepsis in the urinary tract or in some dis- 
tant focus may also be an offending source. Hy- 
perparathyroidism has been demonstrated as an 
etiologic factor in the development of calculi. 

The early recognition of these complications is 

essential, as in many cases we are dealing with so- 
called “silent stone” in which the absence of signs 
and symptoms may give the patient and the physi- 
cian a false sense of security. Irreparable renal 
damage may take place. Owing to the patient’s 
inactivity symptoms may be entirely lacking, and 
when present may be attributed to the primary 
disease by the patient. X-ray study of the kid- 
ney, ureter and bladder region should be per- 
formed routinely before these patients are dis- 
charged from the hospital. 
- The medical attendant should be familiar with 
all the elements entering into the etiology of stone. 
A definite program directed to the prevention of 
calculus formation in these orthopedic conditions 
should be formulated. Decalcification of bone may 
be greatly lessened by regular massage and by ac- 
tive movement of the limbs that are not com- 
pletely immobilized. The patient’s position should 
be changed at regular intervals. In order to main- 
tain an acid urine and a low pH, an adequate 
high-vitamin acid-ash diet should be prescribed. A 
deficiency of vitamin A should be prevented and 
thus the integrity of the epithelium maintained and 
the resistance of the patient to infection increased. 
The early recognition of urosepsis will be aided by 
regular microscopic and cultural studies of the 
urine. When infection is present, an appropriate 
program directed to its eradication should be in- 
stituted. Obviously, urinary stasis should be cor- 
rected when demonstrated. 

The value of a close liaison between the ortho- 
pedic or industrial surgeon and the urologist has 
been strikingly demonstrated in the care of the 
sequelae arising from injuries to the spinal cord. 
The faulty management of the urologic complica- 
tions, among which the so-called “cord bladder” 
predominates, is a serious reflection on those in 
whose care these victims are placed. The neuro- 
genic vesical dysfunction which may follow spi- 
nal injury presents an intricate problem, in which 
the prevention and the combating of infection 
play the most prominent roles. Thompson,’ in a 
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cross-section survey of this problem among the 
orthopedic industrial surgeons of the country, re- 
ported appalling disclosures concerning the diversi- 
fied procedures of managing this complication. An 
exceedingly small number reported any set policy 
of neurourologic evaluation. 

Various methods of procedure have been carried 
out. The establishment of automatic overflow, a 
regime of intermittent catheterization, the use of 
the indwelling catheter, suprapubic drainage and 
a program of tidal drainage have all been advo- 
cated. The hazards of sepsis which attend a pro- 
gram of catheterization cannot be stressed too 
strongly, since the mortality as well as the mor- 
bidity from this source is extremely high. Munger’? 
has referred to the catheter as the “grand execu- 
tioner.” The policy of automatic bladder estab- 
lishment has many ardent exponents. In the ex- 
perience of most urologists, however, the ideal 
vesical automaticity seldom occurs, as in most 
cases merely an overflow bladder develops. Ob- 
structive changes in the upper urinary tract are 
inevitable, and the introduction of sepsis is al- 
most unavoidable. Many urologists advocate supra- 
pubic drainage. They believe that the integrity 
of the kidneys is best preserved and urosepsis best 
controlled by this method. This group advocate 
immediate suprapubic cystotomy if infection is 
present. Munro” reports that without tidal drain- 
age, regardless of the type of urinary tract ther- 
apy, genitourinary infection was evidenced in over 
72 per cent of his patients with spinal cord in- 
juries, and that with tidal drainage infection oc- 
curred in only 14 per cent. The efficacy of this 
attack on urinary tract complications in spinal in- 
juries cannot be questioned, but it must be em- 
ployed with expert supervision. It must vary with 
the type of dysfunction, and its proper use is de- 
pendent on a knowledge of the normal bladder 
physiology. The indiscriminate use of a urethral 
catheter in spinal injury cannot be condemned too 
strongly, as infection is certain if this policy is 
adopted. If tidal-drainage therapy cannot be in- 
stituted, suprapubic methods of drainage are war- 
ranted. It cannot be denied, therefore, that in 
order to obtain the optimum results in this group 
of injuries a proper neurourologic evaluation is im- 
perative. 

The frequency of injury to the bladder and the 
urethra associated with fracture of the pelvis de- 
mands the increased attention of the urologist. The 
mortality among those in whom early diagnosis is 
not made is extremely high, and can be prevented 
only by prompt recognition and immediate surgi- 
cal drainage. When rupture of the bladder oc- 
curs in association with fracture of the pelvis, the 
site of the tear is usually on the bladder floor 
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and is extraperitoneal. The pubic bone is the 
cause in most cases. Diagnosis may be very dif- 
ficult as symptoms are less pronounced because of 
the absence of peritonitis. Signs of urinary ex- 
travasation may appear relatively late. Blood in 
the urine, obtained either by voiding or by catheteri- 
zation, is almost universal in bladder and in ure- 
thral ruptures, while retention of urine is the next 
most common encountered manifestation. In rup- 
ture of the urethra, the catheter may encounter re- 
sistance at the point of injury or its passage into 
the bladder may be unsuccessful. When the rup- 
ture is associated with fracture of the pelvis it is 
generally located in the membranous urethra. 

Diagnosis of a ruptured bladder may be con- 
firmed by the demonstration of the tear on cys- 
toscopic examination. This method should be em- 
ployed, however, only when provision for imme- 
diate surgical drainage, if necessary, has been made. 
Cystography is a procedure of worth as it com- 
bines the so-called “catheterizing and measuring 
test” with x-ray delineation of the extravasation. 
The traumatic strictures which commonly follow 
urethral injury are a source of considerable eco- 
nomic loss. Regular dilatation must be carried out 
over indefinite periods. 

As the victims of fractured pelvis are always 
admitted to the orthopedic or general surgical 
wards, it behooves those who care for these pa- 
tients to be alert to the possibility of bladder or 
urethral injuries. 

Disturbances of vesical function may frequently 
occur following bodily injury independent of di- 
rect trauma to the organs of the genitourinary 
system or to their innervation. This is especially 
true when the extent and the type of injury re- 
quire recumbency. Men in the age of prostatism 
are particularly susceptible to these complications. 
A typical case is that of a man over fifty years 
of age who with a past history of mild bladder 
difficulty develops complete urinary retention fol- 
lowing bed confinement. In many cases the de- 
rangement of function is temporary, but frequently 
surgical relief of the offending prostatic obstruc- 
tion is imperative. The mechanism of the precipi- 
tated urinary retention is uncertain. There is no 
doubt, however, that in most cases a partial pros- 
tatic obstruction pre-exists, and that the reaction 
of the nervous system to trauma and the general 
let-down in the body mechanisms, in addition to 
the enforced position of recumbency, combine to 
effect the urinary retention. A transient disturb- 
ance of the reflex arc resulting in loss of bladder 
function and diminished activity of its musculature 
must be considered as an etiologic factor in this 
group of cases. The proper management of these 
patients demands the co-operation of the urologist. 
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SUMMARY 


The need of close co-operation between the gen- 
jtourinary surgeon and the orthopedist is empha- 
sized. 

Metastatic deposits in bone from malignant dis- 
ease of the prostate gland and kidney may fre- 
quently simulate primary disease in bone and 
may be manifested by back and leg pain, pathologic 
fracture and obscure osseous growths. 

A definite etiologic relation may exist between 
low-back pain and inflammatory changes in the 
prostate gland. 

Patients who undergo treatment for prolonged 
periods, immobilized and in recumbency, are sus- 
ceptible to the formation of urinary calculi and 
urosepsis. 

The high incidence of neurogenic dysfunction 


of the bladder following spinal injuries demands 
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a careful neurourological evaluation of such cases. 
The frequency of vesical and urethral trauma 
associated with fracture of the pelvis should not 


be overlooked. 
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NEW HAMPSHIRE MEDICAL SOCIETY 


PROCEEDINGS OF THE 
ONE HUNDRED AND FORTY-EIGHTH ANNUAL MEETING 


June 8 and 9, 1939 


Tuurspay Morninc, JuNE 8 


HE members convened in the Hotel Carpen- 
tet, Manchester, at nine-thirty o'clock. 


The first part of the morning was devoted to 
the following round-table conferences: 


Mepicine. Use and Abuse of the Pituitary Sex Hor- 
mones. Leader, Loren F. Richards, Nashua. 

Surcery. Common Fractures. Leader, Daniel J. Sulli- 
van, Manchester. 

Pepriatrics. Pulmonary Infections in Childhood. Lead- 
er, MacLean J. Gill, Concord. 

Oxstretrics. Management of Abnormal Presentations, 
Leader, Norris H. Robertson, Keene. 


During the second half of the morning the fol- 
lowing round table conferences were held: 


Mepicine. Backache. Leader, Jeremiah J. Morin, 


Rochester. 
Surcery. Hernia. Leader, James B. Woodman, Frank- 
lin. 


Eye. Abnormal Position of the Head Due to Ocular 
Disturbances. Leader, Alfred Bielschowsky, Hano- 
Vat. 

BirtH Conrrot. Indications for and Technics of Con- 
traception. Leader, Eric M. Matsner, New York 
City. 


Tuurspay AFTERNOON, JUNE 8 


The Thursday afternoon session convened at 
two o'clock, with President Coburn presiding. 


PresipeNT Cosurn: In opening this meeting I 
have the privilege of using a gavel which has been 
lost for years. I am going to ask Dr. Smith to 
teli us a little bit about the gavel because it is 
quite interesting. 


Dr. Henry O. Smiru: The most eminent physi- 
cian who ever had the privilege of presiding in 
this state was Dr. Josiah Bartlett, of Kingston. Dr. 
Bartlett was the first governor of New Hampshire. 
He was a member of the Continental Congress 
and a signer of the Declaration of Independence. 
But Dr. Bartlett’s chief claim to eminence is that 
he founded and was the first president of the New 
Hampshire Medical Society. 


Tradition says, and I am sure it is a fact, that 
when Dr. Bartlett returned from Philadelphia on 
one of his trips, and all his trips were made on 
horseback, he brought with him to his home in 
Kingston two little bushes, which he set out on his 
lawn. One of them was a black walnut tree. 

It happened that a little over half a century ago, 
a president of this society, whose name I read here 
as Dr. John Wheeler, of Pittsfield, thought the 
Society ought to possess something which had 
some relation to Dr. Josiah Bartlett. So, in 1887, 
the year in which Dr. Wheeler was president of 
our society, he caused to be made, from that black 
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walnut tree that Josiah Bartlett had brought from 
Philadelphia, a gavel, which he had suitably in- 
scribed: “Presented to the New Hampshire Med- 
ical Society, June, 1887, by John Wheeler, M.D., 
Pittsfield, New Hampshire.” 


As your president has said, this block and gavel 
were lost for many years, but your secretary was 
encouraged to make a search for them, and during 
this past year he found them. I now show you 
the block and the gavel that are the medals of 
two men, first, of Josiah Bartlett, and second, 


of John Wheeler. 


The latter part of the afternoon was devoted to a 
“Symposium on Neurology,” with the following titles 
and speakers: 

Treatment of Epilepsy and Migraine. William G. 

Lennox, Boston. 

Neurosyphilis and Its Treatment. 

Merritt, Boston. 

Treatment of Paralysis Agitans and Athetosis. Tracy 

J. Putnam, Boston. 


H. Houston 


The symposium was followed by an address, 
“Proctologic Problems of the General Practitioner 
and the Surgeon,” by Dr. Louis A. Buie, of 
Rochester, Minnesota. 


Fripay Morninc, 9 


The first period in the morning, beginning at 
nine-thirty o’clock, was devoted to the following 
round table conferences: 


Mepicine. Home Deliveries in Rural Sections. Leader, 
Forrest B. Argue, Pittsfield. 

Surcery. Methods of Urography. Leaders, John P. 
Bowler and Leslie K. Sycamore, Hanover. 


ANESTHESIA. Some Misadventures of Anesthesiology. 
Leader, A. Frederick Erdmann, Lisbon. 


Nose ANp THroat. Diseases of the Nasopharynx. Lead- 
er, Adolphe J. Provost, Manchester. 


The general session convened at eleven o'clock. 


PresipENT Cosurn: I have a very unusual pleas- 
ure this morning, something a little out of the 
ordinary for this gathering. I am going to ask 
Dr. Smith, of Hudson, to introduce one of our 
oldest members, perhaps the oldest doctor belong- 
ing to this society. 


Dr. SmitH: When I was a very young man, I 
began the practice of medicine in my native town 
of Hudson. In the neighboring town of London- 
derry there was a doctor by the name of Frank 
Perkins, who had been practicing there for a 
number of years. Strange as it may seem to you, 
because I have heard some of you say that in 
the old days there used to be jealousy among 
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physicians, Dr. Perkins and I were always the 
best of friends. 

Dr. Perkins was in the town of Londonderry 
for a number of years and then removed to a 
larger place, Derry; and he is now spending his 
last years in Manchester. 

In the history of our society, I do not know 
whether we have ever before had a member who 
attained sixty years of membership, but certainly 
not within my recollection. Mary Danforth, our 
first woman member, was a member of fifty- 
nine years’ standing at the time of her death. Just 
at present we have another member, Herbert Hut- 
chinson, of Milford, who has been a member for 
fifty-seven years. 

However, we have with us today a man who 
joined this society sixty years ago, Frank Byron 
Perkins. He was born in 1856 and was gradu- 
ated from the Dartmouth Medical School in 1877, 
before most of you were born. I only wish it 
were possible for him to say a few words to you, 
but he has a throat affliction and cannot talk out 
loud. He is deaf and does not hear a word I 
say, but I am going to have him stand up so 
that you may all see him. [Dr. Perkins then stood 
and received the acclaim of the audience. | 

I want to say just one word more. The doctor 
has had this medal [referring to the fifty-year 
medal] for ten years —I have had mine for only 
one year which makes me feel like a boy. 


PresipeNt Copurn: It is now my privilege to 
introduce the visiting delegates from the New 
England states. First, George Pratt, of Farming- 
ton, Maine. 


Dr. Grorce Prarr: Gentlemen, I am pleased 
to bring you the greetings and best wishes of the 
Maine Medical Association. I have enjoyed your 
hospitality very much and have attended the vari- 
ous meetings, which were most interesting and 
instructive. 

I was particularly pleased in the action which 
I understand was taken yesterday by the House 
of Delegates with regard to the Wagner Act. I 
hope your resolutions were emphatic, and trust we 
shall take some similar action at our meeting on 
June 25, 26 and 27. 

Thank you very much for this opportunity to 
say a few words. 


PresipENT Copurn: The delegate from Vermont 
is Wayne Griffith, of Chester. 


Dr. Wayne GrirritH: I bring you the greet- 
ings from the Vermont State Medical Society. 
I have spent a profitable and enjoyable two days 
here with you. 
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PresibENT Cospurn: We have two delegates from 
Massachusetts with us, Edward A. Adams and 
Thomas R. Donovan, both of Fitchburg. 


Dr. Epwarp A. Apams: We bring you the greet- 
ings from Massachusetts and congratulate you on 
your excellent meeting. 


Dr. Tuomas R. Donovan: As a delegate from 
Massachusetts, I bring to the members of your 
society the best wishes of the Massachusetts Med- 
ical Society. I have had a most enjoyable time 
and am very happy to be here. 


PresipeNt Cosurn: The delegate from Rhode 
Island is Philip Batchelder of Providence. May 
we have a few words from Dr. Batchelder at this 


time? 


Dr. Puitie Barcuetper: I bring you greetings 
from Rhode Island. I arrived in New Hampshire 
this morning and am having a fine time. 


PresipeNt Cosurn: Is Dr. Orland Smith, of 
Pawtucket, present? [There was no response.] 

Our delegates from Connecticut are Thacher W. 
Worthen, of Hartford, and Paul R. Felt, of Mid- 
dletown. 

I know Dr. Felt is here. Will you say a few 


words to us, Dr. Felt? 


Dr. Paut R. Ferr: Again I bring you the greet- 
ings, the very best of friendly greetings, from the 
Connecticut State Medical Society. As I said last 
year, I have had a wonderful time. 

There is just one little thought that I would 
like to leave with you good men, which is perhaps 
prompted by sentimental reasons. I should like 
to commend you on the smallness of your meeting. 
I hope you will not misconstrue this remark. The 
smallness is a matter of necessity because of the 
lack of numbers and of population. 

In a relatively small meeting there certainly is a 
friendliness and neighborliness and a social get- 
together afterward that you never get in a large 
meeting. You all know one another to a large ex- 
tent, and you all come to the meeting feeling that 
you will see your next door neighbor. Certainly it 
is a grand and glorious feeling as compared to that 
at the much larger meeting where you band up in 
individual groups and go home and think, “Well, 
I have been to just another meeting.” You who 
come to these small meetings go home and say, 
“Well, we have had another family reunion and 
next year we are going to have another.” I am 
very glad of that. 


There followed an address on “Medical Prob- 
lems of the Day,” by Dr. Rock Sleyster, president 
of the American Medical Association. 
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Fripay AFTERNOON, JUNE 9 


The Friday afternoon session convened at two- 
thirty o'clock with President Coburn presiding. 


Presipent Cosurn: We shall hear the report of 
the Trustees to be given by Dr. Smith, of Hudson. 


FINANCIAL REPORT 


FOR THE YEAR ENDING May 1, 1939 


Receipts 
Interest on various bank deposits... .... $480.92 
Expenditures 
Prize awarded to Barbara Beattie, M.D. . 50.00 
Increase in funds other than the 
Benevolence Fund......... $430.92 
GENERAL FUND 
Deposit: New Hampshire Savings Bank $5,504.36 
Portsmouth Trust and Guarantee Com- 
Nashua Trust Company......... 1,600.80 
BARTLETT FUND 
Deposit: Portsmouth Savings 
$6,252.35 
Permanent Fund........ 352.11 
Accrued income available for general use... . . 5,900.24 


Total available for general use, May 1, 1939.. $16,332.52 


PRAY FUND 


Deposit: Strafford Savings Bank [$1000 
of this is a permanent fund, the in- 


come to be expended only for prize 


BURNHAM FUND 


Deposit: New Hampshire Savings Bank 
{$1140 of this is a permanent fund, 
the income to be expended only for 


BENEVOLENCE FUND 


Deposit: New Hampshire Savings Bank 
[The Merrimack River Savings Bank, 
now in liquidation, is expected to pay 


a small final dividend this year].... $2,058.56 


A prize of fifty dollars was awarded to Dr. Barbara 
Beattie, of Littleton, for an essay entitled “Undulant Fever: 
Its obscure menace and specific therapy.” It is expected 
that prizes will be offered in 1939-1940 and notice will 
be sent to the members of the Society in due time. 

The accounts of the Treasurer have been examined and 
found to be correctly cast and properly vouched. 

Last year at the meeting of this society it was voted 
that Dr. Alpha H. Harriman, of Laconia, be made “trustee 
emeritus” — the first time that such an honor has been 
confirmed. This action was based on the quality of service 
given this society by Dr. Harriman over a period of four- 
teen years, which we believe to be the longest term that 
any trustee has yet served. 
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Today, barely a year later, we have the sad duty to report 
that Dr. Harriman’s death on May 29, 1939, removes his 
name thus soon from the list of trustees. We can but 
repeat what was said a year ago: “His colleagues on the 
Board wish to express their appreciation of his great ability, 
excellent judgment and spirit of co-operation which has 
ever been manifested throughout this service”; and to this 
we add our own feeling of personal loss at his death. 
Throughout his active life, Dr. Harriman’s services were 
freely and generously given to this society as one of its 
members and as an official in varying capacities. Similarly 
his life was continuously and effectively given to the benefit 
of his patients and fellow citizens. Because of his personal 
character and qualities he was loved by everyone who had 
the opportunity of knowing him. The loss to the trustees, 
which they can only formally recognize here, is also that 
of the New Hampshire Medical Society. 


Henry O. Situ, 
Freperic P. Lorp, 
SaMuEL T. Lapp. 
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The program for the latter part of the after- 
noon was as follows: 
The Development of Socialized Pharmacy in the 
United States. George A. Moulton, Peterborough. 
Clinical Phases of General Surgery. W. Wayne 
Babcock, Philadelphia. 
Control of Syphilis. Raymond A. Vonderlehr, Wash- 


ington, District of Columbia, assistant surgeon general, 
United States Public Health Service. 


Fripay Eveninc, JUNE 9 


The banquet was held at the Hotel Carpenter at 
six-thirty o’clock with Dr. Ezra A. Jones, of 
Manchester, as anniversary chairman. The guest 
speakers were as follows: Dr. Clarence O. Co- 
burn, president; Hon. Charles W. Tobey; Dr. 
Rock Sleyster, president, American Medical Asso- 
ciation. The president-elect, Dr. James B. Wood- 
man, of Franklin, was introduced. 


REPORT ON MEDICAL PROGRESS 


PHARMACOLOGY 
G. Puitie Grasrietp, M.D.* 


BOSTON 


INCE this is the first review of pharmacology 

to appear in this series, it might be well to 
consider carefully just what it is that we are re- 
viewing. Pharmacology deals with the action of 
chemical substances on living cells, and as a sci- 
ence is as non-utilitarian as any scientific discipline. 
However, the most important place of this science 
is as the foundation of rational therapeutics. 


It is obviously impossible within the limited 
scope permitted to discuss all the subjects cov- 
ered by the pharmacological laboratories in recent 
years. In relation to certain much talked-of sub- 
jects, adequate and complete reviews have re- 
cently appeared — such as those on bacterial chemo- 
therapy.” * 


The subject naturally divides itself into sections 
appertaining either to the various systems of the 
body or to chemical systems concerning drugs 
of similar constitution. In addition, it is perhaps 
suitable to take note of progress in methods of in- 
vestigation as well. 

Since pharmacology concerns itself not only with 
qualitative aspects of the action of chemicals but 
also with the quantitative relation between dose 
and effect and between effect and toxicity, it is 
inevitable that the modern. statistical methods 
should find increasing application in this field, to 
the bewilderment of the non-mathematically 


*Associate in pharmacology, Harvard Medical School; associate in medi- 
cine, Peter Bent Brigham Hospital, Boston, 


minded, but perhaps in the long run to the benefit 
of the science. Thus, Foster,® in a careful study 
applying Bliss’s method, has evolved a mathematical 
expression of the relation between hypnotic and 
lethal doses of certain hypnotics. Foster has taken 
into account the weight and age of the animals 
and has made an adequate comparison of the lethal 
and effective doses, allowing for individual varia- 
tion. This should give us a very much better 
evaluation of the efficacy of a great many drugs. 

Similar work has been done in Italy* develop- 
ing a mathematical expression of the relation be- 
tween the concentration and duration of anesthesia 
in certain of the local anesthetics, and of mixtures 
of these substances referred to cocaine as a standard. 
The studies show quite effectively that the potentia- 
tion seen in the mixtures is due not so much to 
absolute quantities as to the concentration of the 
various components. 

Another study of specific substances of general 
significance is to be found in the work of Hjort 
and his co-workers’ on the seasonal response of 
albino rats to anesthetics. While the toxicity was 
found not to vary, there appeared to be some vari- 
ation in the hypnotic effect and in the duration 
of anesthesia which was associated with the sea- 
sons. This same author® has shown that diet has 
a distinct effect both on the anesthetic qualities 
and the toxicity of hypnotics. He was unable to 
correlate his findings with the diets used, but 
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demonstrated conclusively that resistance to toxic 
doses varied with the diet. This recalls the origin 
of the famous acetonitrile test of thyroid potency 
known as the Reid Hunt reaction, which was 
based on a long series of experiments demonstrat- 
ing that the toxicity of many poisons varied with 
the diet. 

The general field of pharmacology must also 
include the study of the vitamins as chemical sub- 
stances and their effect on the action of other 
drugs; thus it was clearly shown by McIntyre and 
Burke’ that thiamin decreases the tolerance of the 
rat to insulin and that starvation acts in the same 
direction. 

It was highly important that the toxicity and 
pharmacology of nicotinic acid be studied. In 1938 
it was shown by McCrea* that nicotinic acid causes 
in the anesthetized dog a slow but slight decrease 
in blood pressure but without any serious effects. 
Unna" carefully studied the excretion of sodium 
nicotinate, showing that 30 per cent of the dose 
can be recovered in the urine within twenty-four 
hours after oral administration. He also showed 
that the toxicity is extremely low, although that of 
nicotinic amide is about twice that of the acid. The 
ultimate symptoms were the same, in both cases 
death being preceded by inability to move, ataxia, 
slow respiration and cyanosis, of which cyanosis 
was the most important symptom. 

Activity in the field of cardiac drugs continues 
almost unabated. The introduction of Digitalis 
lanata has stimulated detailed studies of the action 
of the various glucosides. As the chemistry of 
these compounds has been worked out, various 
workers have tried desperately to upset the dictum 
of Hatcher, uttered many years ago, that the doses 
in biological units of any of the digitalis bodies 
are equivalent. This holds true practically de- 
spite qualitative differences in the action of the 
various substances. The Germans have recently 
revived the controversy of twenty-five years ago 
in regard to the clinical use of strophanthin — 
but no proof has been adduced to show that this 
method of therapy offers more than the standard 
one employed in American clinics. Details of ac- 
tion are of interest pharmacologically, and Moe 
and Visscher’? rightly call attention to the impor- 
tance of careful analysis of the action of the various 
digitalis bodies. In the heart-lung preparation they 
were able to indicate certain differences, but one 
must take issue with their statement that biological 
standardization by lethal-dose methods does not 
parallel clinical effectiveness. While the parallel- 
ism is not perfect, it is practical, simple and sufh- 
ciently close to be useful. Of more importance, 
both pharmacologically and practically, is the de- 
tailed study of the actual mode of action of the 
drug on the muscle cell. The evidence appears to 
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be that the digitalis glucosides influence the con- 
tracting heart by allowing it to do more work per 
beat, and as a mechanism they conclude that either 
more energy is liberated in the contraction, or the 
efficiency of its utilization is increased. They ac- 
cept the latter explanation based on previous work 
which shows that the essential action of digitalis 
in low dosage on the myocardium is an increase 
in mechanical efficiency. It is to be noted that 
they refer to the failing heart in their heart-lung 
preparation as though it were like that observed 
in the clinic— which it obviously is not. This 
preparation is a highly artificial one, using defibrin- 
ated blood, and the results cannot be carried di- 
rectly into man. They studied particularly the 
glucosides called Digilanid A, B and C, and show 
in tabular form that in a general way the tox- 
icity follows the efficiency. The ratio of the dose 
of the different alkaloids causing increased cardiac 
efficiency to the dose producing irregularities dif- 
fers for the three glucosides. They lay great 
stress in their argument on the observation that 
the efficiency of the heart falls when irregularities 
of rhythm are produced by digitalis, but just how 
this applies to their clinical argument is not ob- 
vious, since this has been known and acted on 
therapeutically for many years. They appear not 
to realize the artificiality of their preparation, and 
space is devoted to this work in order to point out 
the false conclusions that may obtain if results 
of such preparations are too directly translated in- 
to therapeutics — more especially as the use of 
these particular preparations, originally made by 
Starling in 1912, has been suddenly revived, espe- 
cially in German laboratories. 

Factors modifying the action of digitalis are 
also of importance, and it is necessary to call at- 
tention to the work by La Barre and van Heers- 
wynghels* in Zunz’s laboratory which indicates 
the necessity for caution in the combination of cal- 
cium and digitalis. Both with the isolated heart 
and in whole animals digitalization rendered the 
organ more sensitive to calcium injections, in that 
9 cc. of a 10 per cent solution of calcium gluconate 
per kilogram of body weight, was sufficient to 
cause death, whereas in the undigitalized animal 
it required 15 cc. They also showed that particular 
electrocardiographic changes accompanied such in- 
jections, indicating that the action was cardiac. It 
would appear that this might have practical im- 
portance. 

Studies by Heim’ on the effect of urea on the 
action of strophanthin on the isolated frog’s heart 
indicate potentiation. It seems possible that the 
binding of digitalis glucosides in the isolated 
frog’s heart goes on in two phases; the first is 
very short and reversible, and during it the drug 
is only adsorbed on to the heart muscle; in the 
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second phase an irreversible chemical reaction af- 
fixes it to the heart muscle. Since Heim has 
shown that urea increases the hydrophilic quali- 
ties of protein, he has believed that it might have 
an effect on the chemical reaction which occurs 
between digitalis and the heart muscle. Using 
both the Straub heart and the isolated profused 
frog’s heart, he demonstrated that the addition of 
urea to the profusing fluid increased the activity 
of strophanthin possibly by enabling the heart to 
adsorb more glucoside. This demonstration was 
possible only with very small quantities of urea 
and affected both the toxic and therapeutic ac- 
tivity of the drug. 

Cattell and Gold’® showed conclusively that 
data secured from isolated tissue or organ do not 
necessarily apply to the effects in the whole ani- 
mal, presumably because of the presence of extra- 
cardial tissues, and concluded that bioassay 
methods must employ the whole animal. They 
also showed conclusively that in man the constric- 
tion of the hepatic veins does not occur and cardiac 
tone in the sense of diastolic size is not at fault, 
and that the prime action of digitalis is on the 
force of cardiac contraction. 

Work begun by Cattell and Gold** on skeletal 
muscle has been transferred to the heart muscle, 
and the toxic effects of potassium on the heart mus- 
cle, particularly the conduction system, is again 
demonstrated by Nahum and Hoff."® It was fur- 
ther demonstrated by these authors that the speed 
of injection makes a difference in the effect. 
Wedd" showed that loss of potassium, produced 
by digoxin on the heart muscle, is an indication 
of late toxic or injury effect of the drug, because 
the profound effects of digitalis were produced on 
isolated heart muscle without significant change 
in its potassium content. 

The subject of the autonomic nervous system 
lends itself peculiarly to pharmacological methods. 
Ever since the neurohumoral mechanism was un- 
covered by Loewi, a feat made possible by the dis- 
covery of acetylcholine by Hunt, experiments sim- 
ilar to his have been conducted in the attempt to 
identify the sympathin first postulated by Can- 
non. 

Crismon and Tainter’* have continued their 
study of various pressor amines in the heart-lung 
preparation, and one important part of the com- 
munication is their demonstration that the rela- 
tive effectiveness of these substances in the heart- 
lung preparation bears no relation to that in the 
intact animal. Further studies’® on the action of 


epinephrine, ephedrine, benzedrine and cocaine on 
the iris and small intestines again emphasize the 
variation in action of these closely related sub- 
stances, and none has yet been found which exactly 
mimics sympathetic stimulation everywhere. 
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Among the most important studies in this regard 
are those of Marrazzi,’® who has utilized the new 
electrophysiological methods from a pharmacologi- 
cal point of view. With leads at the ganglia of 
the sympathetic nervous system and at the nerve 
endings, he was able to show that drugs producing 
an increase in parasympathetic nerve activity pro- 
vide electrical disturbances at every point where 
cholinergic systems are found, in the ganglion as 
well as at the nerve ends. 

The search for the ideal hypnotic continues un- 
abated. It seems unnecessary to describe all the 
various chemical compounds that have been stud- 
ied for their hypnotic potency. Of considerable 
practical importance, however, with the widespread 
use of these drugs for suicidal purposes is the study 
of the antidotes, the so-called analeptics. Feitel- 
berg and Lampl’® state that narcotics and hyp- 
notics reduce the heat production in the brain. 
Studying the various portions of the brain by 
means of ingeniously applied thermocouples, they 
showed that ether and paraldehyde reduce the 
metabolism at the cortex, particularly as compared 
with the base whereas phenobarbital has a special 
action at the base. As was to be expected, they 
found a more active metabolism in the gray mat- 
ter than in the white substance, and wider varia- 
tions in the motor region than in the silent re- 
gions. The analeptics, on the other hand, in- 
crease the heat production of both in the cortex 
and the base of the brain, but the increased heat 
production starts in the base and spreads to the 
cortex only when convulsions occur. They show 
that this central increased heat production pro- 
duced by analeptics can be antagonized by Evipal. 

Werner and Tatum” in the latter’s Wisconsin 
laboratory, where so much work has been done 
on barbiturates and where picrotoxin was first in- 
troduced as an antidote for barbiturate poison- 
ing, have made a close study comparing coramine, 
picrotoxin and Metrazol as antidotes to barbiturate 
depression. They used as a method continuous 
intravenous injection in depressed animals and 
concluded that coramine was unquestionably the 
least effective and that picrotoxin was the most 
effective, but reached the peak of its effectiveness 
later than Metrazol; this suggests that it might 
be desirable clinically to combine the two in the 
treatment of depression by barbiturates. Studies 
by Dille** have shown that picrotoxin is detoxified 
with extreme rapidity, and that if slowly admin- 
istered it is completely eliminated within forty- 
five minutes by rabbits. This explains the satisfac- 
tory use of this highly poisonous substance in the 
treatment of barbiturate poisoning. 

The field of urinary antiseptics has been ex- 
plored with high hopes and ultimate disappoint- 
ment for many years. However, a real advance 
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appears to be in the making. Owing to the care 
with which the studies on phenothiazine have been 
made, comparatively little attention has been paid 
to this substance in the clinical literature. It is a 
parent substance of methylene blue and has been 
studied for a number of years by DeEds and his 
co-workers**~*° as a urinary antiseptic. This work 
has been extraordinarily successful, and it would 
appear that they have hit upon a comparatively 
little-known urinary antiseptic of great efficiency. 
In the past year they have studied the excretion 
of phenothiazine and shown that it is excreted as 
a reversible oxidation reduction system composed 
of thionol —leucothionol — which confers on the 
urine highly bactericidal qualities, provided the 
acidity is kept to that ordinarily associated with 
the use of mandelic acid, namely pH 5. In addi- 
tion they treated 49 cases of urinary infections 
in man with a high percentage of cures. The renal 
and liver function tests in these cases showed no 
impairment; no unpleasant symptoms or gastric ir- 
ritation appeared, but some secondary anemia was 
noticed. DeEds and his co-workers state that it 
is an effective and safe urinary antiseptic in daily 
doses of 1.5 to 2 gm., provided the urine is kept 
acid and the maximum total dose does not exceed 
15 gm. 

While malaria is not a frequent disease in New 
England, the study of atabrine is of considerable 
importance in view of its widespread use in malarial 
regions. Recent experiments” indicate that 5 per 
cent of the oral minimum lethal dose produces 
no symptoms, whereas as little as 17 per cent if 
given over a long period may produce death, with 
characteristic symptoms consisting of gastrointes- 
tinal intolerance, central-nervous-system disturb- 
ances, weight loss, anorexia, weakness and yellow- 
ish discoloration of the skin. The drug is both 
stored and excreted through the liver and kid- 
ney, but no evidence of depression of renal func- 
tion can be demonstrated.2* On the other hand, 
a progressive diminution of liver function, propor- 
tional to the dose and duration of the medica- 
tion, could be demonstrated when more than 15 
per cent of the minimum lethal dose was given. 
In this connection, an accidental observation** 
showed the possibility of the use of Thio-Bismol 
in the treatment of malaria, since it changed the 
course of therapeutic malaria when used as an 
adjuvant in the treatment of the original syphilis. 

Perhaps in no field has there been more un- 
critical experimentation than in that of the effect 
of drugs on the gastrointestinal tract. The valu- 
able study by Adams*® of gastric antacids is of 
enormous practical importance. He has done a 
remarkably fine piece of work in studying the 
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various antacids utilized in gastric hyperacidity and 
peptic ulcer. He provides a very valuable table 
showing the relative adsorptive power, acid neu- 
tralizing power, dangers from acidosis, rebound 
secretion of acid, effect on urinary acidity, action on 
the bowels, local protective action, the formation 
of concretions and possible systemic toxic effects. 
He points out that certain antacids do not cause 
rebound acidity or produce a systemic alkalosis. 
The absence of gas production is a factor in the 
use of antacids, since the release of gas may help 
to perforate an ulcer near perforation. Adams like- 
wise points out that milk itself is a very valuable 
antacid. Colloids like aluminum hydroxide are as 
significant for their adsorptive effects as for their 
antacid properties. The new magnesium trisilicate 
appears to be a valuable addition, acting in some- 
what the same fashion as aluminum hydroxide. 

Of equal value is the study by Beyer and Meek*® 
of the effect of amphetamine (Benzedrine) sulfate 
on the gastric emptying time and intestinal activity. 
When such able physiologists come to opposite con- 
clusions from some previously published work in 
this field, it serves to make one pause in the clin- 
ical use of this drug for its effect on the gastro- 
intestinal tract. The emptying time of the stom- 
ach was studied in normal individuals by means 
of x-rays, in dogs with fistulas of the small intes- 
tine and in isolated segments from dog and rab- 
bit intestines. The beginning emptying time was 
decreased in man from five to two minutes, a de- 
crease of 58 per cent. The final emptying time 
was increased 21 per cent. While the delay of 
final emptying after amphetamine was definite, it 
was not so great as the 57 to 436 per cent due to 
atropine or the 73 to 118 per cent due to ephedrine. 
The increase in initial rate due to amphetamine may 
be explained by the disproportionate relation be- 
tween intragastric pressure and pyloric resistance, 
the increased pyloric resistance not being sufficient 
to overcome the increased intragastric pressure due 
to the drug. The delay in final emptying is ob- 
viously due to the gastric inhibition. 

The effect of liquid petrolatum on nutrition has 
been frequently observed, and the work of Curtis 
and Kline*! showing that it interferes with the 
absorption of carotene re-emphasizes possible dan- 
gers in the chronic use of this substance. All 
previous experiments have been on animals and 
the present experiments on man were divided into 
two parts. One consisted in feeding diets lower 
than normal in their carotene content (2958 U.S.P. 
units of vitamin A) together with oral feedings, 
three times daily, of 4.5 mg. of carotene dissolved 
in 1 cc. of cottonseed oil. The diet and carotene 
were fed alone for a time and then mixed with 
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20 cc. of liquid petrolatum. The second part con- 
sisted of feeding diets high in carotene (ranging 
from 24,089 to 32,200 U.S.P. units of vitamin A) 
with alternating periods when the diet was given 
alone or with various amounts of petrolatum. 
Petrolatum was given one-half to one hour before 
meals. The patients were in bed. From deter- 
minations of blood carotene it was evident that 
20 cc. of liquid petrolatum given two or three times 
daily before meals, or mixed with carotene dis- 
solved in cottonseed oil, prevents complete absorp- 
tion of carotene from the ingested material. The 
rise of blood carotene was more rapid when caro- 
tene was fed in vegetable oil than when a diet con- 
taining large amounts of vitamin A was given. 
Little if any effect on the blood carotene was no- 
ticed when liquid petrolatum was given in a single 
dose of 30 cc. at bedtime; in other words, it must 
be given with or before the food in order to exert 
its deleterious effect. 

The effects of hypertonic sugar solutions used as 
diuretics have recently received attention. At first 
it was believed that they were indifferent sub- 
stances. Gradually some information as to their 
use and abuse has accumulated. Ellis and Faulk- 
ner*’ have pointed out that the osmotic effect 
of 50 per cent sucrose solutions is the equivalent 
of adding, even if only for a short time, a liter to 
the blood volume — with the expected effect on the 
circulation. It has also been pointed out that cer- 
tain substances, especially sucrose and sorbitol, used 
for this purpose markedly increase uric acid ex- 
cretion.** In the discussion of this work, Baehr 
reported the finding of uric acid crystals in the 
renal tubules of 2 cardiac patients who had had 
repeated injections of sucrose. This suggests cau- 
tion in the repeated use of these substances. On 
the other hand, Barker and his co-workers’! have 
reported that sorbitol exerts no effect on renal 
function per se. 

Other subjects could have been selected for this 
review, but those mentioned seemed most suitable 
and most likely to develop practical application in 
therapeutics at a not too distant date. 
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CASE 25381 


PRESENTATION OF CASE 


A seventy-one-year-old retired businessman was 
admitted complaining of painless swelling of the 
abdomen. 

One and a half years before admission the pa- 
tient developed a balanitis which was relieved by 
a dorsal slit of the prepuce. At this time his physi- 
cian noted an enlarged left inguinal ring, but no 
definite hernia. One year before entry a repeat 
examination revealed the presence of bilateral in- 
guinal hernias and a definitely enlarged abdomen, 
without evident ascites. About four weeks later, 
in an outside hospital, the patient successfully 
underwent bilateral Bassini hernia repairs under 
spinal anesthesia: “About a quart of bloody ascitic 
fluid drained out of the sacs when they were 
opened. Exploration through the sac opening re- 
vealed nothing unusual.” During his convales- 
cence x-ray studies suggested a tumor mass in the 
left flank displacing the transverse colon and stom- 
ach. There was no evidence of intrinsic gastro- 
intestinal disease and no gallstones. 

Eight months before entry he measured 42 
inches around the torso at the level of the um- 
bilicus. There was shifting dullness, and 10 
liters of bloody fluid were removed. The fluid 
showed a red-cell count of 650,000 per cubic milli- 
meter; no other cells were seen. 

Six months before entry he was again tapped, 
and 3 liters of a similar Burgundy-wine fluid ob- 
tained. The cannula clogged, and no further fluid 
was withdrawn. He was tapped twice again, and 
on each occasion only about 500 cc. of bloody 
fluid was drained; clotting prevented flow in each 
instance, the last being one month before entry. 
Takata-Ara tests on both the blood serum and 
ascitic fluid were reported as being negative. 

Throughout the present illness the patient stated 
that his weight had been steady but that his appe- 
tite had been poor. He had taken ferrous sulfate 
for eight months. Occasional slight dyspnea on 
exertion had been relieved by the abdominal taps. 
There were no other complaints or symptoms. 
The family, marital and past histories were non- 
contributory. 

Physical examination revealed a well-developed 
man showing evidence of recent weight loss. His 
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abdomen was enlarged, the liver was small to per- 
cussion, and the spleen could not be felt. There 
was no definite fluid wave. There was dullness 
to percussion and a suggestion of a mass in the left 
side of the abdomen. The rectal examination was 
negative. 

The urine showed a specific gravity of 1.022. It 
was negative except for occasional red and white 
blood cells in the sediment. The blood showed a 
red-cell count of 4,450,000 with 80 per cent hemo- 
globin, and a white-cell count of 12,200 with 65 
per cent polymorphonuclears, 21 per cent lympho- 
cytes, 13 per cent monocytes and 1 per cent eosino- 
phils. The stools were guaiac negative. A Takata- 
Ara test was negative, Bence-Jones protein test 
negative. A blood Hinton test was negative. The 
serum nonprotein nitrogen was 21 mg. per 100 cc., 
the serum protein 8.0 gm. 

A gastrointestinal x-ray series revealed a small 
hiatus hernia of the stomach, which was other- 
wise not remarkable. At six hours the motor meal 
had reached the hepatic flexure, which was unusu- 
ally high in position, and the gas shadows in the 
small bowel extended well up into the right upper 
quadrant. The examination revealed no evidence 
of intrinsic disease. A barium enema revealed no 
organic disease. Intravenous pyelograms showed 
kidneys which were normal in size, shape and 
position. The abdomen had a hazy appearance 
due to fluid. A definite mass could not be out- 
lined. 

The patient’s temperature, pulse and_respira- 
tions remained normal. Following a_ barium 
enema he noted tenesmus, abdominal distention 
and difficulty in evacuating the bowel contents, but 
he was otherwise practically symptomless. About 
two weeks after entry a peritoneoscopy was per- 
formed. About 750 cc. of thin bloody fluid was 
removed by suction. Occupying the entire left 
side of the abdomen was a reddish-purple mass 
partly covered with omentum and appearing very 
vascular. It appeared cystic when palpated with 
the peritoneoscope. The mass extended well into 
the left lower quadrant, almost to the brim of the 
pelvis, and about 4 or 5 cm. across the midline. 
Two days later an operation was performed. 


DirrereNTIAL DracNnosis 


Dr. Arruur W. ALLEN: May we see the x-ray 
films? 

Dr. Ricuarp Scuarzkt: This looks like an anom- 
aly. The whole intestine lies on the right side. 

Dr. ALLEN: Could it be due to pressure from 
tumor on the left side? 

Dr. Scuatzki: It certainly could be, or it could 
be due to malrotation of the intestine. It is very 
striking to see the whole small intestine on the 
right side, such as it is in these two films. 
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In order to differentiate malrotation of the in- 
testine and displacement of the intestine, it is im- 
portant to see the position of the ligament of 
Treitz. If this were malrotation, the ligament of 
Treitz ought to be on the right side of the abdo- 
men instead of its usual position on the left side. 
On looking over the films I think that the relation 
of the second and the third portions of the duode- 
num is normal, as is that of the third portion of 
the duodenum and the first loop of the jejunum. 
In other words, there is no evidence of malrotation 
and the position of the small intestine is consistent 
with displacement. There is apparent pressure on 
the descending colon. The pyelogram shows 
nothing abnormal so far as the kidneys are con- 
cerned. The air-filled stomach seems to be 
markedly displaced to the right in one of the 
films and not definitely displaced in another pic- 
ture taken ten days later; this seems to indicate 
that the stomach was not displaced by a large mass, 
unless something had been done in the meantime. 

Dr. AttEN: Was the second set of films taken 
after peritoneoscopy ? 

Dr. Epwarp B. Benepicr: No. 

Dr. Aten: In any of the films do you see 
evidence of a mass that appears to consist of en- 
capsulated fluid? 

Dr. ScuatzK1: Something must have been pro- 
ducing the pressure on the colon. I cannot say 
whether it was a mass or fluid, because I cannot 
see a definite edge. 

Dr. Tracy B. Matiory: Peritoneoscopy was 
done on the twelfth day; the second set of films 
was taken on the tenth. 

Dr. Auten: I thought that the fluid Dr. Ben- 
edict removed might have had some bearing on 
the x-ray appearance afterward. 

This is an extraordinarily interesting set of 
circumstances. We have an elderly man who so 
far as we can tell was in pretty good general 
health. He had relatively normal laboratory find- 
ings. He had apparently withstood a major oper- 
ative procedure within a year at another hospital. 
The explanation of his maintenance of weight 
may have been on the basis of accumulation of 
fluid, because the record states that he was 
undernourished and that he showed signs of 
recent weight loss. 

The various conditions which might cause hemo- 
peritoneum are not numerous. Of course we 


have the acute hemoperitoneum that may occur 
following ruptured extrauterine pregnancy or 
traumatic rupture of the liver or spleen. We may 
also have bloody abdominal fluid from other 
causes, the two commonest being cancer and tuber- 
culosis. The cells in this man’s fluid were counted 
at one time; there were 650,000 per cubic milli- 
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meter, over 10 per cent of a normal red-blood-cell 
count—an enormous amount of blood. It is 
hard to explain this amount of blood on the basis 
of a ruptured blood vessel per se, that is, a blood 
vessel of any size such as might be involved in 
the rupture of a vein or of a small aneurysm; in 
such a case there would have been a rather differ- 
ent story. The possibility of there having been a 
ruptured aneurysm retroperitoneally, causing an 
encysted hematoma, is worth mentioning, but I 
believe the fluid one would find outside the hema- 
toma would not be bloody. Furthermore, such a 
tumor or mass would not have continued to in- 
crease in size or to have existed for a period of a 
year. 

Dr. Benedict stated that at peritoneoscopy he 
observed what appeared to be a very extensive 
tumor occupying the left side of the abdomen. 
The probabilities are that this tumor was retro- 
peritoneal. If it had been within the peritoneal 
cavity, it could have been outlined and palpated 
by the examiner prior to the peritoneoscopy. A 
tumor that is fixed in the retroperitoneal area can 
come from various sources; the commonest are the 
pancreas and kidney. The fact that he had a 
normal pyelogram does not rule out a_hyper- 
nephroma originating at the lower pole of the 
kidney. We have recently operated on a patient 
who had a carcinoma of the right colon and also 
a tumor in the left flank. The pyelogram prior to 
operation shewed a perfectly normal kidney pelvis 
on the left, and for that reason it was felt that 
the tumor could not be a hypernephroma. How- 
ever, such it proved to be, arising from the lower 
pole of the kidney. I think, however, that that 
was an unusual circumstance and that probably 
this tumor did not arise from the kidney. 

In the x-ray examination done outside this hos- 
pital, it states very clearly that there appeared 
to be a mass which dislodged the stomach and 
transverse colon. This was approximately eight 
months before entry here. It is possible that the 
mass was then confined to such a location and that 
it had extended by the time the patient came in 
here so that it could be observed as Dr. Benedict 
found it. In spite of a negative Takata-Ara test 
on two or three occasions, the best diagnosis that 
I can make is a malignant tumor of the pancreas. 
The tumor was probably cystic in nature and was 
vascular, because surface vascularity would account 
perfectly well for the bloody abdominal fluid. 

Dr. Benepicr: The peritoneoscope in this case 
helped us to show that we were not dealing with 
a simple ascites but with a definite mass which 
was cystic on palpation and had a very vascular 
appearance, being partially covered with omen- 
tum. It was too vascular to warrant taking a 
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biopsy. It did not appear to be retroperitoneal 
but in the abdominal cavity. I thought it was 
cither a splenic cyst—a hemangioma or a lym- 
phangioma —or an omental cyst. 

Dr. Mattory: Do you want to alter your opin- 
ion, Dr. Allen? 

Dr. AttEN: No; I see no reason to do so. I 
should probably jump from the frying pan into 
the fire if I did. 

Dr. Ricuarn H. Sweer: I was privileged to 
operate on this man. It was the most astonishing 
tumor that I have ever seen. From the preoper- 
ative examination of the patient, particularly in 
view of the softness of the abdomen, one would 
have made a diagnosis of ascites were it not for 
Dr. Benedict’s statement that there was a tumor. 
The abdomen felt like one with ascites, and the 
reason for that was obvious when we saw the 
tumor. I made a long initial incision but had to 
enlarge it in order to get the tumor out. The 
mass was as large as any of the ovarian cysts that 
we see nowadays. The reason that Dr. Benedict 
thought it was confined to the left side was that 
the right half of the tumor was completely cov- 
ered by omentum. The omentum on the left side 
was thinned out and had a great many perfora- 
tions in it through which the tumor could be seen. 
It was apparent that the tumor occupied the 
entire abdomen. It pushed the small intestines up 
and to the right; the duodenum was in normal 
position; the colon was pushed downward. As I 
exposed the tumor and ligated the many large 
blood vessels, it was like working in a great pud- 
dle of bloody fluid. There were enormous ves- 
sels all around it, and one could finally see that 
the tumor had arisen from the gastroepiploic ves- 
sels, had pushed the transverse mesocolon down- 
ward toward the pelvis and had come out at that 
point, which is exactly where a pancreatic cyst 
would protrude; however, it obviously had no rela- 
tion to any retroperitoneal structure. The pan- 
creas was under the tumor. Much to my surprise 
we eventually removed the tumor, but as I freed 
it up it was obvious that the stomach was either 
invaded or very much adherent so that it was nec- 
essary to remove a segment of the stomach wall. 
The tumor perforated in various places and kept 
evacuating bloody fluid. That would explain why 
the ascitic fluid was so bloody. It did not look 
to me as if it were a malignant tumor. 


PREOPERATIVE DyAGNOsIs 
Ascites, probably due to malignant disease. 


Dr. ALLEN’s D1AGNosis 


Pancreatic tumor, malignant, with secondary 
hemorrhage. 


ANATOMICAL DiacNnosis 


Retroperitoneal hemangiosarcoma. 


ParuotocicaL Discussion 


Dr. Matrory: On cutting this tumor it was 
found to consist of a great many cyst-like cavities 
filled with a lot of variously colored fluids, some 
bright red, others darker and blacker. In between 
the cystic areas were severai pinkish areas of tumor 
tissue. Microscopic examination showed that it 
was a sarcomatous, fairly rapidly growing tumor, 
consisting almost totally of blood vessels of vary- 
ing size and differentiation. We made a diag- 
nosis of hemangiosarcoma. 

The patient made a very quick operative recov- 
ery and was discharged two weeks after operation. 

Dr. Sweet: What is the prognosis in regard to 
the possibility of local recurrence. 

Dr. Mattory: It is a definitely malignant tumor 
and I suppose there is danger that some tumor 
may have been implanted in the course of opera- 
tion. 

Dr. Scuatrzkt: Was the intestinal wall invaded? 

Dr. Sweer: No; it was merely adherent. 


CASE 25382 
PRESENTATION OF CASE 


sixty-nine-year-old married American  busi- 
ness executive was admitted to the Emergency 
Ward in a state of shock, complaining of extreme 
pain over the anterior chest. 

On the morning of admission at 9:20 the 
patient was suddenly seized while working in 
his office with a severe pain located in the back 
between his shoulder blades and radiating around 
and through the chest to the region of the ster- 
num and precordium. The pain apparently spread 
rapidly upward and downward to involve the 
abdomen and finally the legs. The legs first be- 
came numb and then paralyzed. He was seen by 
a physician, and placed in an ambulance, where he 
rapidly went into a state of shock on the way to 
the hospital. He again complained of extreme 
pain in his chest. 

Six weeks before admission the patient was ex- 
amined by his local physician and was found to 
be in apparently good health. He had a blood 
pressure of 220 systolic. 

The physical examination revealed a stuporous, 
obese, pale man who spoke in a garbled fashion. 
There was a small hemorrhage into the conjunc- 
tiva. There was conjugate deviation of the eyes 
to the left. No hemorrhage was seen in the left 
fundus. There was a laceration over his right 
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eyebrow which he had apparently received on fall- 
ing immediately after the acute onset of the pain 
while in his office. The heart rate was slow and 
regular; on one occasion it was 44. No arterial 
pulsations could be elicited in the legs. The man 
quickly failed and died about forty minutes 
after admission. 


DIFFERENTIAL DIAGNOsIS 


Dr. Wyman Ricuarpson: This is an extraor- 
dinarily interesting story that points definitely 
to one diagnosis though it may be that it would 
be dangerous to jump to a conclusion. But pain 
which begins in the chest, is excruciating, is ac- 
companied by shock and then tends to go down 
into the abdomen, and especially if it is associated 
with symptoms of interference with circulation 
of the legs, points very definitely to the possibility 
of a dissecting aortic aneurysm. The other con- 
ditions that might cause such a severe pain in the 
chest with shock, such as coronary thrombosis, 
may be accompanied with abdominal pain but 
would not in themselves explain the symptoms in 
the legs. 

A Puysictan: Would you get paralysis of the 
legs with shock on the basis of dissecting aneu- 
rysm? 

Dr. Ricusrpson: You might very well from 
arterial occlusion of the iliac arteries. I think it 
is due to the lack of circulation in the legs, and 
certainly if you get massive embolus to a vessel 
that goes to an extremity you may have not only 
pain, numbness and pallor of the extremity but 
also inability to use it, owing, I assume, to an- 
oxia of the muscle. 

I cannot seem to think of anything else that 
could produce this particular picture. You can 
have a pulmonary embolus to account for the 
pain in the chest and the shock, but then to ac- 
count for the leg symptoms you would have to 
assume an arterial embolus with occlusion of the 
iliac arteries, a sequence which seems rather un- 
likely in view of the shortness of the story. You 
can have pain due to coronary occlusion and then 
say ten days later have an arterial embolus as the 
result of mural thrombus overlying the cardiac 
infarct, but it would not all happen at once; at 
least I do not see how it could. 

There are other things one might look for if 
this is a dissecting aortic aneurysm. One is that 
the coronary vessels may be occluded. This re- 


sults from the dissection of the aneurysm back- 
ward to the aortic annulus with a shutting off of 
the coronary vessels near their orifice from exter- 
nal pressure; this may give a picture of coronary 
failure. Then you may have hematuria, probably 
due to a shutting off of the renal arteries with re- 
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sulting change in the renal tissue; I do not know 
exactly how this produces hematuria, but it has 
been noted. 

Most of the patients with dissecting aneurysm 
die very rapidly. We made this diagnosis on a 
patient about a year ago, but he recovered and 
returned just a year later with a recurrence of 
pain. We do not know yet whether this patient 
had coronary disease or dissecting aneurysm, but 
he did not have symptoms in his legs. He had a 
very considerable hypertension, and patients with 
dissecting aneurysm usually do have an antecedent 
history of hypertension. We know that this man 
had hypertension before his symptoms occurred. 

The whole story fits very well with a dissecting 
aortic aneurysm, but there is one question which 
is still unsettled — the deviation of the eyes. Was 
that due to some interference with cerebral cir- 
culation as a result of the aneurysm or do we have 
to assume that he fell and had a cerebral injury? 
The latter seems rather far-fetched reasoning be- 
cause there is nothing in the story that suggests a 
loss of consciousness following the onset of pain. 
He had shock and fell, but he was not uncon- 
scious for any considerable period of time; there- 
fore I shall consider the symptom as one due to 
cerebral anoxemia. 

I think Dr. Mallory will find that there was a 
tear or rupture of the aorta somewhere in the as- 
cending portion of the arch and that the two 
layers of the aorta are stripped and suffused with 
blood under great tension. Whether it ruptured 
through again down below is difficult to say. Cer- 
tainly it stripped down the whole aorta sufficiently 
far to cause occlusion of the iliac vessels. 


A Puysician: Would you be apt to get a slow 
irregular heart rate with internal hemorrhage? 

Dr. Ricuarpson: This condition, unless exter- 
nal rupture occurs, is not the same as massive inter- 
nal hemorrhage. The slow rate has to do with the 
cutting off of the circulation. There is failure 
with a slow rate; it may be that there already is 
conduction difficulty or it may be just a failing 
heart that cannot produce a rapid rate. 

Dr. Tracy B. Matrory: There is one other 
diagnosis that you could make, assuming that 
he had a dissecting aneurysm. There is always 
a primary lesion in the aorta which is very uni- 
form. 

Dr. RicHarpson: This disease is certainly an 
uncommon complication of syphilitic aortitis, so I 
shall say that you might expect atheromatous dis- 
ease of the aorta. 


CuinicaL Dracnosis 


Dissecting aneurysm of the aorta. 
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Dr. RicHuarpson’s D1aAGNoses 


Dissecting aneurysm of the aorta. 
Hypertension. 


ANATOMICAL DIAGNOSES 


Dissecting aneurysm of the aorta, with rupture. 
Media necrosis aortica cystica. 
Hemopericardium. 

Cardiac tamponade? 


ParHoLocicaL Discussion 


Dr. Matiory: You almost certainly would not 
find evidence of syphilis. No true dissection has 
ever been reported in syphilitic aortitis, and you 
may or may not have much atheroma, but you 
regularly do have media necrosis aortica cystica; 
that was present here. He had a complete dis- 
secting aneurysm of the entire length of the aorta 
from the level of the aortic ring down to the bi- 
furcation, and then down into both iliac arteries, 
extending 12 cm. in one and 10 cm. in the other. 
The dissection had also spread along the inferior 
mesenteric artery for nearly 10 cm., which if he 
had lived might easily have resulted in a mesen- 
teric thrombosis and gangrene of the bowel. It 
had also spread some distance along the renal 
arteries, resulting in an initial phase of infarction 
of the kidney. It had spread only a little way up 
the two carotid arteries, and as we did not have 
permission to examine the head, I do not know ex- 
actly what was going on there; however, the pres- 
sure in the wall of the aorta is often high enough 
to occlude by external pressure the small branch- 
es that pass out from the aorta. So I think it is 
quite probable that there was no local disease in 
the cerebral vessels but simply a generalized cere- 
bral anoxemia from narrowing of the mouths of 
the carotid arteries. 

When these aneurysms dissect downward they 
quite frequently extended to the iliac vessels. 
The split invariably occurs in the media, part of 
which lifts with the intima away from the re- 
maining media and adventitia. Extensive dissec- 
tion of this type is in my opinion only possible in 
an aorta previously rendered susceptible by de- 
generation of the media. In media necrosis aortica 
cystica, extensive degeneration of muscle fibers 
and considerable rarefaction of elastic fibers occur 
in a zone of variable width in the middle third of 
the aortic media. Many small lacunae filled with 
a thin mucinous material develop, and the re- 
maining muscle and elastic fibers are slowly 
pushed apart. If blood under pressure gets into 
one of these little cavities it may easily spread to 
the next one which is but a few microns away. 
Media necrosis cystica occurs only in elastic ar- 
teries, and hence dissection never extends very far 
into the branches of the aorta, which soon lose 
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their elastic character and become muscular ar- 
teries. The chief exceptions are the iliac arteries 
which are elastic, and dissection often involves 
them. In vessels of such comparatively narrow 
caliber the ballooned-out intima at the inferior 
point of dissection forms a ball-valve which com- 
pletely occludes the lumen and circulation is shut 
off. If rupture of the intimal layer occurs, circula- 
tion may be re-established. 

The dissection per se is of course not a lethal 
disease, and some complication has to ensue in 
order to cause death. That may be occlusion of 
the renal arteries with resultant uremia or of a 
mesenteric vessel with consequent gangrene of 
the bowel. A coronary may be occluded, and then 
death comes from myocardial failure. On the 
whole, however, it is much commoner to have 
the process break through the outer layer of the 
aorta as well as the inner and rupture into one of 
the internal body cavities, such as the pleural, 
pericardial or abdominal cavity. If it breaks into 
a pleural cavity or the abdomen, death generally 
results from internal hemorrhage, because 2 or 3 
liters of blood escape. The commonest event of 
all, however, is rupture into the pericardium, 
which happened here. There were 500 cc. of 
free blood in the pericardium, and death was, I 
think, the result of cardiac tamponade. 

A Pnrysician: Do you not see dissection on an 
arteriosclerotic basis? 

Dr. Matrory: You sometimes get a_ slight 
degree of dissection in an arteriosclerotic aorta if 
you have a deep atheromatous ulcer that extends 
down into the media. You may get dissection for 
a distance of 2 or 3 cm. from the ulcer, with or 
without rupture of the aorta, but the degree of 
dissection is always minimal. It is only by courtesy 
that you can call it a dissecting aneurysm, in con- 
trast to cases such as this one where the aorta is 
split over half or all its length into two layers. 
That zone of dissection is always in the media. 
You can find muscle cells on both sides of the 
plane of dissection. 

A Puysician: Is death commonly delayed a 
matter of an hour or so? 

Dr. Mattory: It is often delayed from twenty- 
four to seventy-two hours. Dissection in this case 
apparently occurred all the way from top to bot- 
tom in just a few minutes. Sometimes dissection 
will be spread out over a period of some hours, 
with a significant interval of time between the 
appearance of chest pain and abdominal pain and 
still later the legs become involved. 

A Puysictan: Is this a disease that is charac- 
teristic at this age? 

Dr. Matiory: It occurs in the fourth, fifth and 
sixth decades or later, and infrequently in young 
people. Dissecting aneurysms, however, have oc- 
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curred in the thirties, and I believe one or two 
have been reported even in the twenties. It is per- 
fectly possible, if communication with the lumen 
in the main vessel is re-established and a rupture 
of the outer layer of the aorta does not take place, 
for this whole accessory channel to become lined 
with endothelium and a permanent circulation to 
be maintained through it; the patient may live 
for years with a double aorta, one inside the 
other. Numerous cases have been reported, and 
we have had one case here. Sometimes the original 
dissection took place so quickly that in going over 
the history you cannot determine when it oc- 
curred. 

A Puysictan: It is quite a rare condition. What 
do you think the incidence is? 

Dr. Mattory: We have been seeing about two 
or three cases a year for the past six years. That 
is perhaps a little high because it is an uncommon 
and a dramatic disorder and more effort is made 
to obtain an autopsy when a dissecting aneurysm 
is suspected than if one thinks it is ordinary cor- 
onary thrombosis. It is an uncommon but not 


a very rare disease, one that any physician might 
confidently expect to see some day. 
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Dr. Marsuatt Rurrin: Do you think the 
initial tear occurs in the intima or in the vasa 
vasorum ? 


Dr. Mattory: That is a point very warmly de- 
bated among pathologists. Workers in New 
Haven have been interested in this and have been 
impressed with the vasa vasorum as a source of the 
initial hemorrhage. They think that after this 
has occurred the blood strips along the aorta 
and eventually. breaks through the intima. 
The more generally accepted point of view is 
that the original rupture occurs from the lumen 
of the aorta outward. The almost invariable 
presence of hypertension is cited as evidence in 
favor of that view. I do not know any possible 
way of settling the point. 

A Puysictan: Did your record show what the 
diastolic pressure was? 

Dr. Mattory: No; the history of the long- 
standing hypertension was not obtained when he 
was brought in. He was moribund, and it was 
only by communicating with his doctor after the 
autopsy that we could get the story. You have 
all the information that we possess. 
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THE THERAPEUTIC USE OF 
SYNTHETIC VITAMINS 


Tue progress made by biochemists in elucidating 
the chemical and physiologic properties of the 
vitamins is one of the outstanding scientific achieve- 
ments of the last few years. Less than ten years 
ago practically nothing was known of the chemical 
nature of the vitamins. They could only be identi- 
fied by the characteristic anatomic changes resulting 
from their exclusion from the diet. With the excep- 
tion of vitamin D there was no understanding of 
the part they play in metabolism, and therefore no 
explanation of why they are needed by the body. 
Today seven vitamins have been completely iden- 
tified chemically.* Not only this but four of these 
—thiamin, ascorbic acid, nicotinic acid and ribo- 


*These are vitamins A, B, (thiamin), C (ascorbic acid), D and three 
components of the vitamin B, (G) group — nicotinic acid, riboflavin and 
vitamin Bg. 
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flavin — are now being synthesized on a commer- 
cial scale. Furthermore, a large amount of evi- 
dence has accumulated to explain with precision 
the role of certain vitamins in the chemical proc- 
esses of the body. Vitamin A has been identi- 
fied as an essential constituent of the pigment 
visual purple on which vision in dim light de- 
pends. Thiamin, nicotinic acid and riboflavin are 
now recognized as essential components of specific 
enzyme systems which are necessary for the nor- 
mal metabolism of living tissue. 

These laboratory discoveries are of great practical 
importance to medicine. They have already pro- 
vided a new impetus to the study of nutritional 
disease in man. With the aid of pure vitamins, 
and improved methods for their identification, it 
has become possible to define accurately how much 
of each is needed by human subjects in health and 
disease, and thus the way is clear for a precise 
understanding of what constitutes an adequate 
diet. Furthermore, since certain vitamins are now 
recognized as essential cogs in the machinery of 
metabolism, a .new approach is provided for the 
understanding of disease in terms of the underlying 
disturbance of vital processes in the tissues. 

But by far the greatest innovation resulting from 
these discoveries, is that these four pure synthetic 
vitamins are now freely available for medical use 
at a price that competes with the most potent nat- 
ural sources as the cheapest way of providing these 
particular vitamins. It is obvious that this con- 
stitutes a new therapeutic weapon of considerable 
potential value. But as always, when some new 
line of therapy is discovered, it is necessary to 
consider carefully the limitations of its usefulness. 

There is no doubt that synthetic vitamins are 
valuable in certain circumstances. One advantage 
is that they can be given parenterally, and are 
therefore useful in cases of nutritional disease as- 
sociated with gastrointestinal disorders in which 
there is doubt whether substances given by mouth 
are adequately absorbed. They are of great value 
when there is such a high degree of deficiency of 
one particular factor that adequate dosage can- 
not be obtained except by the use of pure vitamin. 
In severe scurvy for instance, it may be necessary 
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to give as much as 1.0 gm. of ascorbic acid a day 
to achieve the best results. To obtain this amount 
from the richest natural source would require over 
1500 cc. of orange juice, whereas it is easily admin- 
istered in the form of the synthetic vitamin. Sim- 
ilarly the adequate treatment of beriberi heart dis- 
ease in alcoholics may call for the administration 
of at least 50 mg. of thiamin in the early stages, 
which could only be supplied from natural sources 
by the administration of about 600 gm. of dried 
brewer's yeast. For the same reason nicotinic acid 
is of great value in the treatment of pellagra. Bui 
these conditions in which the clinical picture is 
dominated by severe deficiency of one particular 
factor are rare in comparison with the common 
deficiency states resulting from chronic inanition. 


It must be remembered that nutritional disease 
usually arises as a result of insufficient intake or 
incomplete absorption of the so-called “protective 
foods” — meat, milk, eggs and fresh vegetables. 
Since these foods contain a number of accessory 
food factors it is evident that nutritional disease 
is usually the result of multiple deficiencies, and 
adequate treatment is not achieved by the adminis- 
tration of a single pure vitamin. To meet this 
need proprietary preparations are now available 
containing mixtures of several purified or synthetic 
vitamins. One objection to these preparations is 
their cost. Although the price of an individual 
synthetic vitamin compares favorably with its most 
potent natural sources, the expense involved in 
combining several purified vitamins into a single 
preparation usually increases the cost above that 
of equally potent natural products. To take a 
specific example, one proprietary preparation con- 
taining synthetic vitamin C, together with vitamins 
A, Bi, Bz and D in concentrated form, costs the 
patient at least 50 per cent more than an equivalent 
amount of cod-liver oil, viosterol, brewer's yeast 
and orange juice. Furthermore, in the case of such 
preparations in which the vitamin B complex is 
represented only by synthetic products, it is very 
doubtful whether they supply all the elements 
necessary to correct fully the disorders resulting 
from deficiencies of this group, since there is ample 
evidence that there are essential factors in the 
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vitamin B complex other than those which are 
now available in synthetic form. For instance, it 
has been recently demonstrated that the macro- 
cytic anemia and certain neurologic changes asso- 
ciated with deficiency of the vitamin B complex 
cannot be prevented in animals by the administra- 
tion of thiamin, riboflavin and nicotinic acid but 
can be avoided by the use of yeast. 

It is therefore apparent that mixtures of pure 
vitamins are more expensive and often less effective 
than equally potent natural products. The basic 
treatment for nutritional disease continues to con- 
sist of a good general diet supplemented when 
necessary by fish-liver oils, fruit juices and some 
potent source of the entire vitamin B complex, 
such as brewer’s yeast concentrate. Pure vitamin 
preparations are not a satisfactory substitute for 
this treatment, though valuable as an additional 
therapeutic weapon in the special circumstances 
previously mentioned. 

The “brave new world” in which food as well 
as clothing will be synthetically produced, is still 
so far away that it may be a long time before pills 
of synthetic vitamins will provide all the essential 
accessory food factors obtainable from natural 
sources. Until that time arrives there is a definite 


limitation to the use of synthetic vitamins. 


THE ORGANIZATION 
AND DEVELOPMENT OF THE 
PSYCHOANALYTIC ASSOCIATION 


Tue publication of a Bulletin of the Ameri- 
can Psychoanalytic Association forms a landmark 
in the history of the psychoanalytical movement in 
this country. This publication not only completely 
reflects the advance in the organization of psycho- 
analytical practitioners but also shows how rapidly 
the movement has spread from its beginnings in 
about 1911. The New York Psychoanalytic So- 
ciety was the first to be formed, two years after 
Freud had visited this country in 1909 to attend 
the celebration of the twentieth anniversary of 
Clark University. The first meeting of the Ameri- 
can Psychoanalytic Association was held in Wash- 
ington in May, 1911, arranged by A. A. Brill and 


Ernest Jones. Meetings in Boston were soon ar- 
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ranged by James J. Putnam and a group of physi- 
cians met regularly at the home of Morton Prince. 
A third group was organized at the Binghamton 
State Hospital in New York. 

At the first meetings of the American Psycho- 
analytic Association there were general discussions 
of all aspects of psychopathology and psychother- 
apy. Many physicians joined the organization who 
had had no specific training in psychoanalysis. It 
shortly became evident that meticulous training 
in psychoanalysis was essential to an adequate un- 
derstanding of this method of treatment. In view 
of this, the association gradually altered its struc- 
ture to become a federation of local psychoanalytic 
societies, each local society admitting only physi- 
cians with adequate training. At the present time 
there are societies in Chicago, New York, Wash- 
ington—Baltimore, Boston and Topeka, and simi- 
lar groups are now forming in Philadelphia and 
Los Angeles. 

The American Psychoanalytic Association has 
set a high standard of organization. Through 
the local societies it exerts a wide influence. It is 
to be congratulated not only on the standards it 
has set but also on the care that has been used 
in selecting members. The first number of its 
bulletin, giving the details of the organization, 
is a valuable historical document. 


OBITUARY 


ALBERT WARREN STEARNS, JUNIOR 
1913-1939 


Dr. Albert Warren Stearns, Jr., son of Dr. and 
Mrs. A. Warren Stearns of Billerica, Massachu- 
setts, died in Boston, September 5, 1939, at the 
age of twenty-five. 

Warren Stearns, Jr., was born in Billerica, where 
he attended the Howe High School. He grad- 
uated from Tufts College, receiving an A.B. de- 
gree summa cum laude in 1935. In college he was 
manager of the football team, a member of the 
debating team, and a member of the Delta Upsilon 
fraternity. 

At Tufts College Medical School, which he en- 
tered in the fall of 1935, he was class president 
throughout his four years, was elected to mem- 
bership in the Sir William Osler Honorary So- 
ciety in 1937, was chairman of the Student Ac- 
tivity Board and a member of the Phi Chi 
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fraternity. His degree was conferred magna cum 
laude, and for excellence in anatomy he was given 
the annual Anatomy Award last June. He was 
to have begun a two-year medical internship at 
the Presbyterian Hospital in New York City last 


summer. 


During his senior year in the medical school it 
was found that he had a Ewing’s sarcoma of the 
left ilium. Facing the implications of this diag- 
nosis, he maintained an objective outlook and in- 
terest in disease generally and in his own dis- 
ease especially. Some of his observations will un- 
doubtedly be significant contributions to the nat- 
ural history of this disease. Before death Warren 
Stearns, Jr., had completed each major objective 
of his life with distinction. His youthful person- 
ality gave no quarter to the crushing circum- 
stances of dissolution. After death it was found 
that the odds against which he had been fighting 
were overwhelming. His profession has lost a 
valiant recruit. 


D. O'H. 
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PUERPERAL Sepsis 


With the next issue of the Journal this section 
will present cases of puerperal infection. His- 
torically, puerperal sepsis —childbed fever — is as 
old as medicine. The account of no epidemic is 
more tragic than those of epidemic puerperal in- 
fection. The causes attributed to these epidemics 
were fantastic in the extreme until 1843 when our 
own Oliver Wendell Holmes presented his monu- 
mental monograph on puerperal fever. In this 
monograph Dr. Holmes argued convincingly for 
the contagious character of the disease and scath- 
ingly rebuked the medical profession for not ac- 
cepting his conclusions. 


In 1861 Semmelweiss wrote his monumental 
work on “The Cause, Concept and Prophylaxis 
of Puerperal Fever.” In this he declared that the 
infection was caused by the introduction of dead 
material from without and that the patient was 
contaminated by vaginal examination. As a re- 
sult he established chlorine disinfection of the 
hands. This single step in his clinic in Vienna 

*A series of selected case histories by members of the section will be 


published weekly. Comments and questions by subscribers are solicited 
and will be discussed by members of the section. 
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reduced the mortality and the occurrence of puer- 
peral fever to a point lower than it had ever been 
before. When one realizes that his work was done 
before any knowledge of bacteriology existed, one 
must appreciate how keen his powers of observa- 
tion and deduction were. 


Our present-day conception of the etiology of 
puerperal sepsis rests on the firm ground of bac- 
teriologic knowledge. We now know that puer- 
peral infection is just a manifestation of a germ 
disease and that organisms follow the same laws 
in the pelvis that they follow elsewhere in the 
body. 

The history of the treatment of puerperal in- 
fection has followed scientific knowledge of its 
etiology very gradually. For ages infection in the 
uterus has been a law unto itself, the medical 
profession being slow to apply to it the same 
intelligence with which infections by the same 
organisms in other parts of the body have been 
treated. There have been eras when all patients 
running fever after delivery have been curetted. 
There have been eras of uterine douches of 
alcohol, corrosives, and sterile water. There have 
been eras of conservatism when intrauterine in- 
strumentation and lavage have been out of fash- 
ion. These periods of conservatism have come 
about because of the ineffectuality of more active 
measures, and were not initiated by intelligent de- 
duction. The last outstanding advance in ob- 
stetrics and one which has placed it on a par 
with all other surgery and medicine has been 
an appreciation of the importance of bacteriology. 
This has placed the treatment of puerperal in- 
fection on a scientific basis. Uterine, vaginal and 
blood cultures, routinely taken on cases of puer- 
peral infection today, are the basis of sane, in- 
telligent therapy. 

Some of the cases of puerperal infection which 
are to be presented may date back twenty-five 
years or more to a time when hospital records 
were not adequate. Some cases, inadequate in 
minor details, will be published because they 
show the type of infection that occurred and its 
manner of treatment. Cases of pyemias, so infre- 
quently seen today, so commonly seen before; 
methods of treatment now out-moded, as well as 
cases treated since the advent of chemotherapy 
will be presented. The value of transfusion in 
certain types of infection will also be emphasized. 
No series covering the field of puerperal sepsis 
is complete without cases of peritonitis following 
cesarean section and abortion. One of the latter 
will appear next week in the Journal. 

The importance of puerperal sepsis today is 
readily recognized when one realizes that approxi- 
mately 26 per cent of the maternal deaths in Massa- 
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chusetts in 1938 occurred from this cause. It is 
hoped that the cases to follow may be helpful 
in reducing this mortality. 


STATED MEETING OF THE COUNCIL 


A. sraTep meeting of the Council will be held 
in John Ware Hall, Boston Medical Library, 8 
Fenway, Boston, on Wednesday, October 4, at 
10:30 a.m. 

Business: 

1. Call to order at 10:30 a.m. 

2. Presentation of record of last meeting. (Pub- 

lished in New England Journal of Medi- 

cine, 220:1072-1081, 1939.) 

Reports of standing and special committees. 


Appointment of an auditing committee. 


. Fill any vacancies in the offices of the So- 
ciety. 


Action on publication of the Directory of 
Officers and Fellows. 


7. Incidental business. 
ALEXANDER S. Beco, Secretary. 
Councilors are asked to sign one of the two attendance 


books before the meeting. The Cotting Luncheon will be 
served immediately after the meeting. 


DEATH 

WAGNER — Emma J. Wacner, M.D., of West Som- 
erville, died June 12. She was in her seventy-seventh 
year. 

Dr. Wagner received her degree from the Tufts Col- 
lege Medical School in 1905, and was a member of the 
Massachusetts Medical Society and the American Medical 
Association. 


NEW HAMPSHIRE MEDICAL SOCIETY 


MULVANITY — Joun J. Mutvanirty, M.D., of Nashua, 
died in Boston on August 13 at the age of fifty-seven. 

Dr. Mulvanity was the son of the late Thomas and 
Margaret Mulvanity. He graduated from Dartmouth 
College in 1907 and received his degree in 1913 from 
Tufts College Medical School. 

A former city physician at Nashua in 1915 and 1916, he 
practiced medicine in Salem, Ipswich and Leominster. He 
was a member of the Nashua, Hillsboro County and 
New Hampshire medical societies. Dr. Mulvanity is sur- 
vived by two daughters and one son. 


PATTEE — H. Scorr Parret, M.D., died in Manchester 
on August 26 at the age of fifty-three. He was a mem- 
ber of the staffs of the Elliot and Balch hospitals and held 
memberships in county and state medical societies. 


Following graduation from the local high school, Dr. 
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Pattee attended Tufts College and received his degree MISCELLANY 


from the University of Vermont College of Medicine. 
He is survived by a sister. 


VERMONT STATE MEDICAL SOCIETY 


VERMONT DEPARTMENT 
OF PUBLIC HEALTH 


The following communicable diseases were reported to 
the office of the Department of Public Health during the 
month of August: measles, 44; undulant fever, 4; mumps, 
43; Vincent’s infection, 3; lobar pneumonia, 1; chicken- 
pox, 28; rabies, 2 (one dog and one cow); German 
measles, 6; typhoid fever, 3; poliomyelitis, 2; whooping 
cough, 199 and scarlet fever, 9. 


The Laboratory of Hygiene made 2948 examinations, 
the details of which are: 


Examinations for diphtheria bacilli ..........-.......22-0-- 74 
typhoid fever (Widal reaction)............ 94 

of water, chemical and bacteriological........ 285 

‘* market milk for bacteria count only....... 92 

** market milk for chemical and bacteria..... 8i 

* milk, submitted for chemical only........ 3 

* milk, submitted for microscopical only... . 52 

* milk, submitted for added water.......... 2 

** courts, miscellaneous 22 

Autopsies to complete death returns..............-+++-2005 2 
Miscellaneous examinations 104 
Pneumonia (sputum for typing) 4 


The director of the Division of Communicable Dis- 
eases reports 24 cases of gonorrhea and 58 cases of syphi- 
lis. Much time has been spent this month in the organi- 
zation of the system of Clinic Physicians throughout the 
State. 

The sanitary engineer inspected 79 camps during the 
summer season and has reported that 70 per cent of the 
boys’ and girls’ camps used pasteurized milk. Several 
schoolhouses have been inspected and assistance has been 
given on sewerage problems and water supply systems. 


The director of the Division of Tuberculosis and Indus- 
trial Hygiene reports a total of 440 persons examined at 
their clinic from April 1 to June 30. A new nurse has 
been added to the staff of the Division of Industrial Hy- 
giene, with headquarters in the Barre City Hospital. 

The Crippled Children’s Division reports a total of 107 
visits to patients during the month. Summer clinics were 
held at Brattleboro, Barton, Barre, St. Johnsbury, St. Al- 
bans, Montpelier, Burlington and Rutland City. A total 
of 430 patients were examined, 283 children and 147 
adults. The occupational therapy worker reports sales 
for the month of $677.92. 

A new nurse has been added to the staff, Division of 
Public Health Nursing, in the Woodstock Unit. This 
division also plans to try out a posture and nutrition pro- 
gram in two towns this fall. General instructions are to 
be given the teachers by a physical education director. 
The Maternal and Child Health Division reports several 
conferences. Four hundred and eighty-two notifications 


of birth registrations were sent out during the month. 


RESUME OF COMMUNICABLE DISEASES 


IN MASSACHUSETTS FOR JULY, 1939 


DISEASES JUNE JUNE FIVE-YEAR 
1939 1938 AVERAGE® 

Anterior poliomyelitis ............. 3 4 21 
332 402 386 
Dog bite 1179 1148 1230 
Dysentery, hacillary 16 ll 4 
39 34 181 
Lobar pneumonia ................. 146 147 172 
Meningococcus meningitis.......... 3 

Mumps 157 431 195 
Paratyphoid B fever............... 2 6 
156 332 280 
Syphilis 409 388 401 
Tuberculosis, pulmonary .......... 306 288 316 
Tuberculosis, other forms.......... 37 23 31 
445 379 582 


*Based on figures for preceding five years. 


RARE DISEASES 


Actinomycosis was reported from: Chelmsford, 1; 
Worcester, 1; total, 2. 

Anterior poliomyelitis was reported from: Everett, 1; 
Malden, 2; total, 3. 

Diphtheria was reported from: Barnstable, 1; Boston, 6; 
Fall River, 2; Lowell, 1; Lynn, 1; Quincy, 1; Salem, 2; 
Worcester, 1; total, 15. 

Dysentery, bacillary, was reported from: Auburn, 4; 
Boston, 6; Danvers, 1; Lowell, 1; Lynn, 1; Worcester, 2; 
Wrentham, 1; total, 16. 

Infectious encephalitis was reported from: Everett, 1; 
total, 1. 

Meningococcus meningitis was reported from: Dalton, 1; 
Medford, 1; Middleboro, 1; total, 3. 

Paratyphoid B fever was reported from: New Bedford, 
1; Pittsfield, 7; Waltham, 1; total, 9. 

Pellagra was reported from: Boston, 3; Wayland, 1; 
total, 4. 

Septic sore throat was reported from: Amesbury, 1; 
Boston, 4; Cambridge, 1; Fall River, 1; Falmouth, 1; Pea- 
body, 1; total, 9. 

Tetanus was reported from: Hudson, 1; Medford, 1; 
New Bedford, 1; Wakefield, 1; total, 4. 

Trachoma was reported from: Boston, 3; Somerville, 1; 
total, 4. 

Trichinosis was reported from: Haverhill, 1; total, 1. 

Typhoid fever was reported from: Boston, 1; Brock- 
ton, 1; Dracut, 1; Holyoke, 1; Lowell, 2; Lynn, 5; North 
Reading, 1; Quincy, 1; total, 13. 

Undulant fever was reported from: Charlemont, 1; 
Grafton, 1; Holden, 1; Northfield, 1; Pittsfield, 1; total, 5. 


Anterior poliomyelitis showed record low incidence ex- 
cept for 1936, which was equalled. 

The incidence of meningococcus meningitis and measles 
was not remarkable. 

The reported incidence of scarlet fever showed record 
low figures. 

Pulmonary tuberculosis and tuberculosis (other forms) 
continued to be reported at low levels. 

Undulant fever showed record high incidence. 

Typhoid and paratyphoid B fevers continued to show 
a slight seasonal increase. 

Diphtheria, German measles, whooping cough, mumps 
and lobar pneumonia were reported below the five-year 
average. 
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The reported incidence of dog bite was not remarkable. 
Animal rabies showed a sharp increase over the preceding 
months. Foci were noted in Manchester, Plainville, Wal- 
tham, Winchester and Wrentham. 


NOTES 


Awards of the Commonwealth Fund Scholarships to 
four incoming students of the Tufts College Medical 
School were recently announced. These provide $1000 a 
year to one resident of each of the four northern New 
England states, on condition that the recipient agrees to 
practice in a rural community in his state for at least 
three years following two years’ internship after gradua- 
tion. The scholarships were awarded to George L. Cush- 
man of Medford, Massachusetts, Tufts A.B. '39; Eugene 
H. Wozmak of East Jaffrey, New Hampshire, University 
of New Hampshire B.S. ’39; Charles R. Blackburn of 
Brattleboro, Vermont, Wesleyan B.S. ’39; and Stanley W. 
Staples of Gardiner, Maine, University of Maine A.B. °39. 


The Charles P. Thayer Scholarship and the Elizabeth 
A. Riley Scholarship were awarded respectively to Miss 
Victoria L. Maxwell of Mamaroneck, New York, and 
Miss Winifred Sanborn of Boscowen, New Hampshire. 
Both the Thayer and the Riley Scholarships were founded 
in 1922 by Elizabeth A. Riley, M.D., of Boston, Tufts "97. 
They are open to second-year women students at the 
Medical School. 


CORRESPONDENCE 


AVAILABILITY OF MAPHARSEN THROUGH 
THE MASSACHUSETTS DEPARTMENT 
OF PUBLIC HEALTH 


To the Editor: The Department of Public Health has 
decided, after consulting a number of authorities in the 
field of syphilis control, to offer mapharsen for general 
distribution to physicians, hospitals, institutions and clin- 
ics. Beginning October 1, the drug will be available to 
physicians in single-dose ampules of .04 gm. and .06 gm. 
The former is advocated as the maximum routine dose 
for women and the latter the maximum routine dose for 
men. For institutions and clinics there will be available 
also ten-dose ampules of 0.4 gm. and 0.6 gm. 

Order blanks will be available beginning October 1 at 
the Antitoxin and Vaccine Laboratory, 375 South Street, 
Jamaica Plain, telephone Arnold 4128. It is requested 
that all orders for this drug, as well as for all other arseni- 
cals and bismuth subsalicylate, be directed to the Anti- 
toxin and Vaccine Laboratory. 

The Department wishes to state that, although it is 
making mapharsen generally available for the treatment 
of syphilis, and, although it is the almost unanimous 
opinion in the literature of those who have reported on 
the use of this drug that it is therapeutically equivalent 
at least to neoarsphenamine and possibly to old arsphen- 
amine, it will be many years before the full therapeutic 
value of the drug may be evaluated. It is recommended, 
therefore, that the use of the standard arsenicals should by 
no means be abandoned and that preferably the use of 
mapharsen should be reserved in very considerable de- 
gree for those patients who cannot tolerate the standard 
arsenicals, 

Paut J. JakMaAuH, M.D., 
Commissioner of Public Health. 


State House, 
Boston. 
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NOTICES 


James M. Barty, M.D., announces the removal of his 
office to 1101 Beacon Street, Brookline. 


Harry L. Kozor, M.D., announces the removal of his 
office to 82 Marlboro Street, Boston. 


ArtHur P. Suinney, M.D., announces the removal of 
his office to 5 Hancock Street, Everett. 


NaaMAN STEINBERG, M.D., announces the removal of 
his office to 520 Beacon Street, Boston. 


BOSTON DOCTORS’ 
SYMPHONY ORCHESTRA 


The Boston Doctois’ Symphony Orchestra will resume 
rehearsals October 19 at Brandon Hall Hotel, 1501 Bea- 
con Street, Brookline. These rehearsals will be held 
every Thursday at 8:30 p.m. Those interested in be- 
coming members should communicate with Dr. Julius 
Loman, Pelham Hall Hotel, Brookline (BEA 2430). 


GREATER BOSTON MEDICAL SOCIETY 


The 1939-1940 season of the Greater Boston Medical 
Society will start with a dinner meeting at the University 
Club, Boston, on Tuesday evening, October 3, at 7:30. 
Dr. C. Sidney Burwell will be the speaker. 

Max Ritvo, M.D., President, 
Davin B. Stearns, M.D., Secretary. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston District FOR THE WEEK BEGINNING 
Monpay, SEPTEMBER 25 


Tuespay, SEPTEMPER 26 
*10 a.m.—12:30 p.m. Boston Dispensary tumor clinic. 


WEDNESDAY, SEPTEMBER 27 
*12 m.  Clinicopathological conference. 
theater. 


Children’s Hospital Amphi- 


Fripay, SEPTEMBER 29 
*10 a.m.—12:30 p.m. Boston Dispensary tumor clinic. 


SaTuRDAY, SEPTEMBER 30 
*10 a.m.—l2 m. Staff rounds of the Peter Bent Brigham Hospital. 
Conducted by Dr. Soma Weiss. 


*Open to the medical profession. 


SerreMBeR 25—29 — American Hospital Association, Toronto. 

SepTeMBER 29-30 — New England Surgical Society. Beverly and Salem. 

Octoser 3 — Greater Boston Medical Society. Notice above. 

Ocroser 13 — Pentucket Association of Physicians. 8:30 p.m., Hotel 
Bartlett, Haverhill. 

Ocroser 15-20 — American Public Health Association. 
of September 14. 

Ocroser 23—NovemBer 3 — New York Academy of Medicine. 
issue of June 8. 

Novemser 8, 9 — New England Society of Physical Medicine, in conjunc- 
tion with the Academy of Physical Medicine, Hotel Kenmore, Boston. Pro- 
gram to be announced. 


Page 441, issue 


Page 977, 


Fatt, 1939 — Temperature Symposium. Page 218, issue of February 2. 

Decemser 2 — American Board of Obstetrics and Gynecology. Page 1019, 
issue of June 15. 

January 6, June 8-11, 1940 — American Board of Obstetrics and Gyne- 
cology. Page 160, issue of July 27. 

Marcu 7-9, 1940 — The New England Hospital Association. 
Boston. 

May 14, 1940 — Pharmacopoeial Convention. Page 894, issue of May 25. 

June 7-9, 1949 — American Board of Obstetrics and Gynecology. Page 
1019, issue of June 15. 


Hotel Statler, 


District Mepicat Society 


SUFFOLK 
November 2 — Censors’ meeting. Page 441, issue of September 14. 


